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Preface 
 
Positioning of the researcher: Coming to this study 
Over the past decade I have held various professional roles in public health, including 
management and governance roles across primary care, community, and women’s 
health sectors, as well as policy and program roles with the Australian government.   
 
These professional roles have provided me with valuable experiences, as well as 
knowledge and understanding of population health and health systems in Australia. 
Together with my professional education in health promotion and public health, I 
bring this knowledge and these experiences to this PhD thesis.   
 
I come to this research with a view that health is a human rights and social justice 
issue, and that health and social outcomes are shaped by the social, economic, 
environmental and political circumstances in which people live. The inequity 
experienced across populations, particularly by the most vulnerable groups in 
society, signal structural injustices and failures on behalf of governments to address 
these determinants.   
 
As a vehicle for empowerment, health literacy offers an important opportunity to 
address health and social inequities. That is, through access to information, 
knowledge and opportunities to develop skills, populations are better able to make 
decisions regarding their health and shape the range of social, economic, 
environmental and political factors that determine their health and social wellbeing.  
 
Policy makers, health and social care organisations, practitioners and researchers 
each have a role to play in supporting the health literacy needs of the individuals, 
communities and populations they serve. While Australia possesses a strong public 
health system, including broad universal health care coverage, it is also complex, 
fragmented and often lacks the capability to respond to the needs of a diverse and 
growing population.  The demands on the health and social care systems often 
forces a ‘one-size-fits-all’ approach to the delivery of services and programs, which 
 
 
xiv 
poses significant barriers to people’s ability to access and understand the services, 
programs and information they need. It is often disempowering and limits their 
ability to influence control over their own health and wellbeing. This is particularly 
true for the most marginalised and therefore vulnerable groups within the 
population; Aboriginal and Torre Strait Islander people, culturally and linguistically 
diverse people, migrants and refugees, people with a disability, people with mental 
health issues, and members of the LGBTIQ+ community.  
 
It is with these insights and perspectives that I approach this thesis, fundamentally 
asking and addressing the question—what can health and social care organisations 
and systems do better to ensure the diverse needs of the Australian population are 
identified and adequately addressed. 
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Abstract 
 
Background  
Health literacy has been defined as the cognitive and social skills that determine the 
motivation and ability of individuals to access, understand and use information in 
ways that promote and maintain good health. It is now widely acknowledged that 
health literacy is context specific, and that a person’s ability to access, use and 
understand information is greatly influenced by the environment in which they are 
required to apply the information to make health-related decisions.  
 
As such, there has been an increasing focus on the need for health care 
organisations and health systems to reduce the barriers they pose to people 
accessing and using services and information. The terms ‘health literate 
organisation’ and ‘health literacy responsive organisation’ have emerged to describe 
this area of research. However, the concept of health literacy responsiveness has not 
been explored empirically, and frameworks describing it are currently lacking.  
 
Aim 
The aim of this PhD project was to conceptualise organisational health literacy 
responsiveness from the perspectives of health and social service professionals, in 
order to develop a conceptual framework, and subsequently develop and test an 
organisational self-assessment tool and process. 
 
Methods  
This thesis was undertaken using a combination of quantitative and qualitative 
methods, but given the grounded nature of the research it utilised a predominantly 
qualitative, participatory approach. This project engaged health and social service 
professionals in the co-creation of knowledge, and the development of a conceptual 
framework and self-assessment tool, as well as its testing.  
 
This thesis was undertaken in three parts, and is presented as three separate but 
interconnected studies. In study one, concept mapping (CM) workshops and an 
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online concept mapping exercise were conducted. The CM data were analysed using 
multidimensional scaling and hierarchical cluster analyses to derive concept maps 
and cluster tree diagrams. Clusters from the CM processes were then integrated by 
identifying themes and subthemes across tree diagrams. CM outcomes were used to 
inform the development of a conceptual framework. 
 
The Organisational Health Literacy Responsiveness (Org-HLR) Framework provided 
the structure and content for deriving the Org-HLR Self-Assessment Tool in Study 
Two. The domains and sub-domains informed the assessment dimensions, and the 
performance indicators were drawn from the raw data collected during the 
development of the Org-HLR Framework. A co-design workshop with health and 
social service professionals and a review of widely used organisational performance 
assessment tools were undertaken to inform the structure of the tool and 
assessment process.  
 
In Study Three, four disparate health and social care organisations in Victoria, 
Australia, field-tested the Org-HLR Self-Assessment Tool and process. Data were 
collected through direct observation, participant feedback and focus groups. Forty 
three individuals participated in field-testing activities and 20 took part in focus 
group meetings. Prominent and relevant themes relating to the applicability and 
utility of the Org-HLR Self-Assessment Tool and process were identified. 
 
Findings  
In-depth consultation with health and social service sector professionals revealed 
health literacy responsiveness to be a broad and multidimensional concept. Seven 
overarching domains and 24 subdomains of health literacy responsiveness were 
identified and incorporated into the Organisational Health Literacy Responsiveness 
(Org-HLR) Framework. The seven domains were: i) External policy and funding 
environment; ii) Leadership and culture; iii) Systems, processes and policies; iv) 
Access to services and programs; v) Community engagement and partnerships; vi) 
Communication practices and standards; and vii) Workforce.  
 
 
 
xvii 
The Org-HLR Tool assessment dimensions were based on the Org-HLR Framework 
domains. Each of these had 1 to 5 sub-dimensions (24 in total), and 135 performance 
indicators. Further consultations with health and social service professionals 
informed the development of a multi-stage, group-based assessment process for 
administering the Org-HLR Tool. The assessment process was divided into three 
parts: i) reflection; ii) self-rating; and iii) priority setting.  
 
Field-testing revealed that practitioners and managers working in Victorian health 
and social service settings perceived the overall assessment dimensions, sub-
dimensions and performance indicators of the Org-HLR Tool to be comprehensive, 
meaningful and appropriate. The revised Org-HLR Self-Assessment Tool contains 6 
dimensions, 22 sub-dimensions and 110 performance indicators. The Org-HLR tool 
and process were perceived to be useful for assessing health literacy responsiveness, 
prioritising improvement activities, and establishing a benchmark for monitoring and 
evaluating improvements over time. 
 
Conclusion 
Using a participatory research approach, a conceptual framework describing the 
characteristics, values, practices and capabilities of organisational health literacy 
responsiveness was derived. The Org-HLR Framework informed the development of 
the Org-HLR Self-Assessment Tool and process, which addressed a gap in the 
availability of tools to support the assessment of health literacy responsiveness and 
subsequent planning of quality improvement activities. The Org-HLR Self-Assessment 
Tool testing provided preliminary evidence of its utility in assessing health literacy 
responsiveness, and planning improvement activities. The Org-HLR Tool and 
assessment process are expected to have utility across a broad range of health and 
social service sector organisations. Further testing and research is recommended to 
determine the relevance and utility of the Org-HLR Framework, Self-Assessment Tool 
and process across a wide range of settings.  
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1 
Thesis Overview and Author Contribution 
 
Thesis Overview 
This thesis has been prepared in line with the requirements and structure of a 
manuscript-based PhD thesis. It is comprised of three independent studies, which 
are presented as manuscripts embedded in Chapters 2, 3 and 4. Additional chapters 
include the introduction, study aims and methods, discussion and conclusions, and 
appendices. The opening pages include an abstract, thesis overview and author 
contribution.  
 
The manuscripts at chapters 2, 3 and 4 are presented in the format in which they 
were published or submitted. As the references for the manuscripts are contained 
within the corresponding chapters, they are not repeated in the referencing section 
at the end of this thesis. Instead, it contains only the references relating to Chapters 
1, 2 and 6. A brief description of each chapter is presented below.  
 
Chapter 1: Introduction  
To provide context to this research, an overview of the health literacy field is 
presented. This includes a discussion of health literacy definitions and concepts, and 
the evolution of health literacy research and practice, from its origins in medical 
settings to its emergence as a broader health promotion, public health and public 
policy priority. A synthesis of the available evidence on health literacy-related service 
and system improvement focused research is presented, followed by a rationale for 
this thesis. 
 
Chapter 2: Study Aims and Methods 
This chapter describes the study purpose, research aims and questions and 
relationship of this PhD research to the Ophelia (OPtimising HEalth LIterAcy) Victoria 
Study. The chapter provides a brief overview of the research methods and a 
rationale for the use of largely qualitative and participatory approaches.   
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Chapter 3: Development of the Organisational Health Literacy Responsiveness 
(Org-HLR) Framework in collaboration with health and social services professionals 
Chapter 3 reports on the development of a conceptual framework describing the 
characteristics, values, practices, and capabilities, and is presented in the form of a 
manuscript entitled Development of the Organisational Health Literacy 
Responsiveness (Org-HLR) Framework in collaboration with health and social services 
professionals. This study involved several methodological approaches and extensive 
consultation with health and social service professionals. The developmental work 
undertaken in this study provides the foundation for the subsequent studies in this 
thesis. The Org-HLR Framework, consisting of seven domains and 24 sub-domains is 
presented, and a definition of organisational health literacy responsiveness is 
proposed.  
 
Chapter 4: Development of the Organisational Health Literacy Responsiveness 
(Org-HLR) Self-Assessment Tool and Process 
Chapter 4 describes the development of an organisational self-assessment tool and a 
process to support its implementation in assessing organisational health literacy 
responsiveness. It was informed by the findings of the study presented in Chapter 3, 
including the domains and sub-domains of the Org-HLR Framework. This chapter is 
presented in the form of a manuscript entitled Development of the Organisational 
Health Literacy Responsiveness (Org-HLR) Self-Assessment Tool and Process.  
 
Chapter 5: Field-testing and refinement of the Organisational Health Literacy 
Responsiveness Self-Assessment (Org-HLR) Tool and Process 
Chapter 5 reports on the results of field-testing of the Org-HLR Self-Assessment Tool 
and process with four disparate organisations in Victoria, Australia. The chapter is 
presented in the form of a manuscript entitled Field-testing and refinement of the 
Organisational Health Literacy Responsiveness Self-Assessment (Org-HLR) Tool and 
Process, which sought to determine the utility of the tool and process in assessing 
organisational health literacy responsiveness, and supporting organisations to plan 
health literacy-related improvement activities.  
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Chapter 6: Discussion and Conclusions 
This chapter provides a summary of the thesis, including a synthesis of the aims and 
findings of each independent study, followed by a discussion of the significance of 
the research and overall contribution of knowledge to the field of health literacy. 
Also discussed are the study strengths and limitations, recommendations for future 
research, and implications for public health policy.  
 
Author Contribution  
The PhD Scholar made the following contributions to this PhD project: 
 
Study design, development and implementation 
In consultation with supervisors, the PhD scholar was responsible for leading and 
managing all aspects of the design, development and implementation of the three 
studies presented in this thesis. This included developing the overall research focus 
and approach, the research aims and questions and the research methods. She was 
also responsible for recruiting for and delivering concept mapping and co-design 
workshops, and developing the instruments and procedures to support these 
processes.  
 
Ethics Approval  
The PhD scholar was responsible for seeking ethics approval to undertake this study 
from the Deakin University Human Research Ethics Committee. This included 
developing the study proposal, completing the ethics application forms and 
participant information and consent forms, study surveys and focus group guide. 
 
Data collection and management  
Using established methods, the PhD scholar developed the templates used to collect 
data in this project (e.g. the concept mapping prompts and templates, co-design 
workshop activities and templates, and focus group questions). She facilitated 
concept mapping, co-design and researcher workshops, and focus groups through 
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which the data for this project was collected, and undertook all of the data collection 
and management activities described in the three studies presented in this thesis. 
 
Data analysis  
In consultation with supervisors, the PhD scholar was responsible for the primary 
data analysis in the three studies presented in this thesis, including interpretation of 
qualitative data and identification of themes.  She was also responsible for 
facilitating researcher workshops to discuss and reach consensus on the themes in 
each study.  
 
Presentation/reporting of results 
The PhD scholar was the lead author on the three manuscripts presented in this 
thesis, which involved developing initial drafts independently, leading all revisions 
and completing the final draft for submission to peer-reviewed journals. She was 
also responsible for developing the Organisational Health Literacy Responsiveness 
(Org-HLR) Tools and User Guide presented in this thesis, and for presenting the 
findings of this project at several conferences and forums. 
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Chapter 1: Introduction 
 
The concept of health literacy has drawn considerable attention from researchers, 
clinicians, public health practitioners and policy makers alike over the past three 
decades. While the field has evolved significantly over that time, health literacy 
remains a widely debated concept, particularly in regard to the most appropriate 
ways to define, conceptualise, measure and address it (Batterham et al. 2016; 
Pleasant 2014; Pleasant et al. 2016; Sorensen et al. 2012). This chapter provides an 
overview of the health literacy field, commencing with a discussion of health literacy 
definitions and concepts, and the evolution of health literacy research and practice, 
from its origins in medical settings to its emergence as a broader health promotion, 
public health and public policy issue. It then provides a brief overview of current 
estimates of limited health literacy and its association with health outcomes. The 
chapter concludes with a synthesis of current health literacy research and practice 
related to strengthening health services and systems in order to reduce their health 
literacy demands and improve the way they respond to individual health literacy 
needs.  
 
1.1 Health literacy - a complex and contested concept  
Health literacy has been defined and conceptualised in many ways, and while they 
share many common elements, two distinct perspectives have emerged: a clinical 
and a health promotion/public health perspective. The World Health Organization 
(WHO) proposed one of the earliest formal definitions of health literacy, stating that 
“health literacy represents the cognitive and social skills which determine the 
motivation and ability of individuals to gain access to, understand and use 
information in ways which promote and maintain good health (Nutbeam 1998), 
reflecting a health promotion oriented perspective of health literacy . Shortly after, 
the American Medical Association proposed a narrower definition for use specifically 
in clinical settings, stating that it is “the constellation of skills, including the ability to 
perform basic reading and numeral tasks required to function in the healthcare 
environment” (American Medical Association 1999). The United States (U.S.) 
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Institute of Medicine (IOM) provided a broader definition, describing health literacy 
as “the individual’s capacity to obtain, process and understand basic health 
information and services needed to make appropriate health decisions” (Institute of 
Medicine 2004), which could be interpreted as either a health promotion or service 
delivery oriented definition, but is still narrower in scope than the earlier definition 
proposed by the WHO. Expanding on the initial definition adopted by the World 
Health Organisation, Kickbusch et al. proposed a health promotion oriented and 
settings-based definition of health literacy, describing it as “the ability to make 
sound health decisions in the context of everyday life—at home, in the community, at 
the workplace, the healthcare system, the market place and the political arena… a 
critical empowerment strategy to increase people’s control over their health, their 
ability to seek out information and their ability to take responsibility” (Kickbusch et 
al. 2005). 
 
 A large number of definitions and conceptualisations of health literacy emerged 
following the early definition proposed by the WHO. A systematic review conducted 
by Sorensen et al. in 2012 revealed 17 definitions and 12 conceptual models of 
health literacy (Sorensen et al. 2012). The authors combined the key components of 
the prior definitions and models to propose what they termed an ‘all inclusive’ 
definition of health literacy, which attempted to combine clinical and public health 
perspectives. They defined health literacy as “people’s knowledge, motivation and 
competences to access, understand, appraise, and apply health information in order 
to make judgments and take decisions in everyday life concerning healthcare, disease 
prevention and health promotion to maintain or improve quality of life during the life 
course” (Sorensen et al. 2012).  
 
Further definitions and conceptualisations have since emerged. Edwards et al. (2013) 
introduced the concept of ‘distributed health literacy’, suggesting that in addition to 
possessing one’s own health literacy skills, these are also dispersed and shared 
across social networks, including friends, family and other social supports (Edwards 
et al. 2013). The role of social networks was also acknowledged in the definition 
proposed by Dodson et al. (2015), which describes health literacy as the 
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characteristics and social resources needed for people to access, understand and use 
information to make decisions about health, and communicate, assert and enact 
these decisions (Dodson et al. 2015). Definitions that describe the relational nature 
of individual skills and health system demands have also been documented. For 
example, The U.S. Office of Disease Prevention and Health Promotion states that 
health literacy is “dependent on individual and system factors, including 
communication skills of lay persons and professionals, lay and professional 
knowledge of health topics, culture, the demands of the healthcare and public health 
systems, and the demands of the situation/context” (Institute of Medicine 2009). 
More recently the Australian Commission on Safety and Quality in Health Care 
proposed a two-pronged definition, incorporating ‘individual health literacy’ with the 
‘health literacy environment’ (encompassing health system infrastructure, policies, 
processes, materials and health professionals) (Australian Commission on Safety and 
Quality in Health Care 2014a).  
 
There is currently a push by some researchers for the field to develop a new health 
literacy definition that incorporates system demand factors with individual skills and 
abilities (Pleasant et al. 2016). They argue that expanding the definition of health 
literacy in this way will enable researchers, practitioners and policy makers to more 
effectively generate and test effective interventions. However, other terms have 
already emerged that describe and acknowledge this concept, including the term 
health literacy responsiveness. While this concept has not yet been explored 
empirically, it has been described as the ways in which services make health 
information and support available and accessible to people with different health 
literacy needs (Batterham et al. 2017). The concept promotes the responsibility of 
health care organisations to ensure they meet the health literacy needs and 
preferences of the people and communities they serve (Australian Commission on 
Safety and Quality in Health Care 2010; Bennett et al. 2015; Schillinger & Keller 
2012). 
 
Debate about the definition of health literacy persists across disciplines in the 
research, practice and policy spheres. This may in part be attributed to the gradual 
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shift away from basic descriptions of reading and writing ability, to a more 
sophisticated understanding of the range of problem solving, critical thinking, 
decision making and other cognitive skills that make up heath literacy, as well as the 
many social, cultural, political and contextual factors that influence it. 
 
Definitions and concepts are important for framing and explaining phenomena, and 
are useful for informing practice. When concepts are used and debated in the 
literature, their application is often expanded and influenced by, or incorporated 
with related concepts (Sykes et al. 2013). This has been evident in the way health 
literacy has evolved over the past two decades, and the inclination of some 
researchers and policy makers to integrate health literacy with other concepts, such 
as health competencies, self management (Leung et al. 2014; Levin-Zamir & 
Peterburg 2001; Shaw et al. 2012; van der Heide et al. 2014), consumer participation 
and engagement (Ishikawa & Yano 2008; Koh et al. 2013), person-centred care 
(Australian Commission on Safety and Quality in Health Care 2014a), and cultural 
competence (Alper 2016; Mancuso 2008). The ongoing expansion of the health 
literacy concept and the influence varying disciplines and contexts have had on this 
expansion is significant, as it continues to shape the development of interventions, 
measurement tools, research programs and public policy. The conceptual 
contributions of both the clinical and public health perspectives of heath literacy are 
briefly discussed below, providing further context to the current state of health 
literacy research and practice. 
 
Clinical health literacy perspectives  
Clinical (or medical) perspectives of health literacy are characterised by a focus on 
the literacy and numeracy skills required by individuals to perform tasks within a 
health care environment. For example, they emphasise the ability and responsibility 
of individuals to find consumer information, read patient and prescription labels, 
understand health risk factors, manage their conditions, comply with medication 
requirements and provide informed consent (Mancuso 2008; Martensson & Hensing 
2012; Peerson & Saunders 2009; Pleasant & Kuruvilla 2008). This perspective of 
health literacy has been described as a risk approach, in that low health literacy is 
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viewed as a potential risk factor for adverse health outcomes that needs to be 
managed during the provision of clinical care (Nutbeam 2008).  
 
Clinical perspectives of health literacy have been criticised for a number of reasons. 
Firstly, the clinical perspective implies that poor health outcomes result from 
individual (patients or service user) deficits, rather than the skill limitations of health 
care professionals and/or the barriers posed by health services and systems (Frosch 
& Elwyn 2014; Mancuso 2008; Pleasant et al. 2013). Secondly clinical approaches fail 
to consider and address the needs of those individuals who are not engaged in the 
health care system, and they do not acknowledge that health literacy skills are 
required across a range of every day settings in order for people to make health-
related decisions (Freedman et al. 2009). Critics of the clinical health literacy 
approach argue that more comprehensive definitions and approaches must be 
developed in order to adequately address health literacy needs and improve health 
equity. 
 
Public health literacy perspectives 
Public health perspectives of health literacy are characterised by principles of 
participation, social justice and equity, and seek to address health literacy at the 
population and societal level through community empowerment, civic engagement 
and public policy leadership, and by increasing the capacity of individuals and 
communities to advocate for change across the social determinants of health (de 
Leeuw 2012; Freedman et al. 2009; Groleau 2011; Huber et al. 2012; Kickbusch 2001; 
Nutbeam 2000). Public health approaches acknowledge the demographic, social, 
economic, cultural and political factors that influence health literacy (Nutbeam 2017; 
Zarcadoolas et al. 2005), including the structure of health care systems and the way 
health services are delivered (Batterham et al. 2017; Pleasant et al. 2013).  
 
The public health perspective of health literacy was advanced significantly by the 
model proposed by Nutbeam (Nutbeam 2000), which is based on health promotion 
principles and concepts. The model positions health literacy as an asset for personal 
empowerment and broader social change, and describes it as both a determinant of 
 
 
10 
health, and an outcome of effective health promotion action. The model describes 
three levels of health literacy: i) functional health literacy; ii) interactive health 
literacy; and iii) critical health literacy (Nutbeam 2000). Nutbeam argues that all 
three levels can be addressed through effective health education and 
communication programs, as well as social mobilisation and advocacy.  
 
According to the model, ‘functional health literacy’ can be achieved through the 
provision of factual information on health risks, health services and compliance with 
health advice. This level of health literacy forms the basis of the clinical perspective 
of health literacy described earlier. ‘Interactive health literacy’ can be achieved 
through health education that is directed at building personal skills and capacity, as 
well as improving health knowledge, motivation and confidence. This level of health 
literacy is also largely related to individuals and associated with behaviour change. 
‘Critical health literacy’ is directed at cognitive and skill development that supports 
social and political action, and the ability of individuals to act on social determinants 
of health, therefore has the greatest potential to yield population health benefits 
and outcomes (Nutbeam 2000). This model of health literacy has been widely 
adopted and promoted, and proponents of public health approaches generally 
advocate for the development of health literacy research, measurement tools and 
interventions that align with this model (Chinn & McCarthy 2013; Ishikawa et al. 
2008; Kickbusch 2002). 
 
The public health literacy perspective was expanded by Freedman et al. (2009) who 
described health literacy as “the degree to which individuals and groups can obtain, 
process, understand, evaluate, and act on information needed to make public health 
decisions that benefit the community” (Freedman et al. 2009). This definition 
strengthened the potential of the health literacy field in two ways. Firstly, by 
including a reference to the ability to act, it emphasised personal agency, and 
therefore the power of individuals to influence public health goals through civic 
engagement. Secondly, by emphasising benefits to the community, it acknowledged 
“that individuals are embedded in environmental and social contexts” (Freedman et 
al. 2009). The authors subsequently proposed a public health literacy framework 
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comprised of three dimensions: i) conceptual foundations - constituting the health 
promotion, disease prevention and population health knowledge and information 
needed to understand and act on public health issues; ii) the critical skills required to 
promote the health of the whole community and bring about community level 
change; and iii) civic orientation—meaning the skills and resources required to 
address public health issues through civic action, advocacy, leadership and dialogue.  
 
A third significant influence on the public health conceptualisation of health literacy 
was the model proposed by Sorensen et al. (Sorensen et al. 2012). The authors 
proposed an integrated model of health literacy incorporating clinical and public 
health concepts. The model built momentum for public health approaches to health 
literacy in a number of ways: i) it reinforced the notion of health literacy as a process 
of empowerment; ii) it emphasised the influence of social (and situational) 
determinants on health literacy; iii) it described health literacy as a set of knowledge 
and skills required across a continuum, from health care (individual level) through to 
disease prevention and health promotion (population level), and acknowledged the 
importance of addressing health literacy outside of health care settings; and iv) it 
framed health literacy as a vehicle for improving health equity at a population level. 
This health literacy model has been particularly influential across the European 
Union and has also informed approaches advocated by the World Health 
Organisation in that region (World Health Organization Regional Office for Europe 
2013). 
 
Both clinical and public health perspectives of health literacy have made important 
contributions to the field, and continue to shape the focus of health literacy 
research, measurement tools, interventions and policy development.  
 
1.2 The evolution of health literacy research and practice 
Current health literacy research can be broadly categorised into four main areas: i) 
health literacy measurement research, including the development of measurement 
tools and their application within both clinical and population settings (Beauchamp 
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et al. 2015; Haun et al. 2014; Sorensen et al. 2013); ii) health literacy association 
studies that explore the correlation between health literacy and health status, health 
risks and health outcomes (Berkman et al. 2011); iii) health literacy intervention 
development and testing research, including clinically focused interventions and 
broader community based or health promotion oriented interventions (Beauchamp 
et al. 2017; Nutbeam et al. 2017); and iv) health literacy-related health service and 
system improvement research, that includes identification of health system driven 
barriers to service and information access, the implementation of health literacy-
related system improvements, and the development of tools and resources to guide 
these endeavours (Altin et al. 2015; Dietscher & Pelikan 2017; Kowalski et al. 2015). 
 
It is beyond the scope of this thesis to describe each of these research areas in 
detail. Rather, this section traces the evolution of health literacy theory, research 
and practice across three distinct but overlapping ‘waves’, in order to highlight key 
theoretical and developmental shifts over time, from an initial focus on individuals to 
an increasing focus on health services, health systems and whole populations.  
 
The first wave of health literacy emerged in medical settings and centred on the 
identification of patient literacy and numeracy deficits in the context of clinical care. 
The emphasis was on identifying ‘patient problems’, and early research took the 
form of physician-led patient comprehension and compliance studies, as well as 
investigations into the divergence between information contained in printed 
materials and the reading abilities of patients (Zarcadoolas et al. 2005).  
 
An increasing awareness of the relationship between patient literacy and treatment 
compliance was a catalyst for the second wave of health literacy, which was 
characterised by health literacy measurement. The first health literacy specific 
measurement tools were developed in the 1990s, and the two decades following 
saw a proliferation in the number of available measurement and assessment tools. A 
recent review identified at least 50 tools designed to measure an aspect of health 
literacy (Haun et al. 2014). The first of these was the Rapid Assessment of Adult 
Literacy in Medicine (REALM) which assesses an individual’s ability to read and 
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pronounce medical terms (Davis et al. 1991), followed by the Test of Functional 
Health Literacy in Adults (TOFHLA), which assesses reading, numeracy and 
comprehension of medical information (Parker et al. 1995). These tools were widely 
used initially, but as health literacy definitions and concepts continued to evolve, 
researchers recognised the limitations of tools that focused solely on reading and 
writing skills in medical settings. This led to the development of tools that assess a 
broader set of health literacy dimensions.  
 
The first health literacy tool to extend its focus beyond reading, comprehension and 
numeracy was the Health Activity Literacy Scale (HALS). The HALS was developed in 
the mid 2000s, and covers health-related competencies across five domains; health 
promotion, health protection, disease prevention, health care and maintenance, and 
systems navigation (Rudd et al. 2004). Following this was the All Aspects of Health 
Literacy Scale (AAHLS) which was developed in 2013 based on Nutbeam’s model of 
health literacy, incorporating functional, communicative and critical health literacy 
domains (Chinn & McCarthy 2013). In the same year, the Health Literacy 
Questionnaire (HLQ) was developed, which measures individual health literacy, but 
includes domains that focus on social support and the client-practitioner relationship 
(Osborne et al. 2013). More recently, researchers have focused on the development 
of tools that seek to measure health literacy at a population level and account for 
social determinants of health. An example of this is the European Health Literacy 
Survey Questionnaire (HLS-EU-Q), which includes dimensions on the relationship 
between individual abilities, system demands and decision-making at the population 
level (Sorensen et al. 2012). 
 
Measurement remains a major focus of the health literacy field, and efforts to derive 
reliable and valid tools that reflect broad concepts of health literacy, and which are 
capable of informing intervention development and evaluation are ongoing. More 
recently, this has included tools that measure health literacy at the population level, 
and the responsiveness of services and systems (Altin et al. 2015; Haun et al. 2014; 
Kripalani et al. 2014). 
 
 
 
14 
The third and current wave of health literacy research and practice has been 
influenced by ‘public health literacy’ definitions and conceptualisations, and an 
emphasis on health promotion principles such as equity, participation, 
empowerment and social justice (de Leeuw 2012; Freedman et al. 2009; Frosch & 
Elwyn 2014; Huber et al. 2012; Nutbeam 2000; Pleasant & Kuruvilla 2008; 
Zarcadoolas et al. 2005). This wave of health literacy has been characterised by 
health promotion, settings-based and population-based approaches, as well as a 
focus on strengthening health services and systems to create more health literacy 
responsive settings. As previously discussed, Nutbeam’s model of health literacy has 
been instrumental in shaping health promotion approaches to health literacy, by 
describing the way health promotion actions (or interventions) such as education, 
social mobilisation and advocacy may lead to improved health literacy, social action 
and influence, and improvements to public policy and organisational practices. These 
in turn lead to more positive health behaviours, more effective health services and 
more supportive environments (Nutbeam 2000).  
 
The WHO has contributed to this third wave of heath literacy research and practice 
by advocating for the creation of health literacy friendly settings, including health 
care, education, workplace, marketplace, media and broader community settings 
(World Health Organization Regional Office for Europe 2013), reflecting the early 
definition of health literacy proposed by Kickbusch et al. (Kickbusch et al. 2005). 
Finally, the current wave of health literacy research and practice has been 
dominated by calls to reform health services and systems, and improve the way 
organisations respond to the health literacy needs of service users. The increasing 
focus on health services and systems has been influenced by a range of factors, 
including global policy statements and calls to action, but has been advanced 
significantly by the U.S. Institute of Medicine’s (IOM) work on the attributes of 
‘health literate organisations’ (Brach et al. 2012). This health service and system 
reform component of health literacy research and practice forms the basis of this 
PhD thesis, and is discussed further in Section 1.5. 
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1.3 The need for effective public health and policy responses to 
address health literacy  
Population studies conducted over the past decade or more suggest that health 
literacy abilities vary significantly within and between countries, contributing to 
health inequities and poor health outcomes. For example, it is estimated that nearly 
half of the adult population in the United States has limited literacy skills, with direct 
implications for health-related literacy in the U.S. (Institute of Medicine 2004). In 
both Canada (Murray et al. 2007) and Australia (Australian Bureau of Statistics 2009), 
an estimated sixty per cent of adults lack the functional health literacy required to 
meet the demands of every day life. There is wide variation in health literacy levels 
across countries in Europe, with results from the European Health Literacy Survey 
suggesting that 20% to 62% of respondents rate themselves as having difficulty 
accessing, understanding and using health information and services (HLS-EU 
Consortium 2012).  
 
It should be acknowledged that these ‘prevalence’ estimates of health literacy have 
been derived through the use of instruments that have undergone limited or no 
validity testing, and should therefore be interpreted with caution. In addition, the 
use of disparate instruments to collect the data means comparisons cannot be made 
between the health literacy abilities of populations within different countries.  
Debate about the reliability and validity of population level health literacy data is 
likely to continue, given the instruments used to measure it continue to be derived 
from definitions and conceptualisations of health literacy that are relevant in a 
specific context.  Notwithstanding the limitations of the population studies described 
above, the reported estimates of health literacy have played a pivotal role in 
advancing the health literacy field and placing it on the agenda of policy makers 
around the world (Nutbeam et al. 2017), which has in turn strengthened the health 
literacy field and its potential to improve health outcomes and equity.  
 
While measures of health literacy have largely focused on health-related literacy and 
numeracy skills (as will be discussed later), there is a growing body of evidence 
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describing the association between health literacy and health outcomes (Berkman et 
al. 2011). Studies suggest that people with limited health literacy have less 
knowledge about their health conditions and treatment regimes, poorer overall 
health status, poorer self reported physical and mental health, and higher rates of 
hospitalisation than the rest of the population (Parker et al. 2003; Wolf et al. 2005). 
People with limited health literacy also have decreased ability to share in decision-
making about their health, lower adherence to recommended treatment (Institute of 
Medicine 2004), less knowledge of health promoting behaviours, and are less likely 
to seek preventative health services (Ishikawa & Yano 2008).  
 
1.4 The growing policy mandate for health literacy  
The increasing understanding of health literacy and its relationship to health 
outcomes and equity has seen the concept emerge as a significant public policy issue 
in recent years. In many contexts, this has been driven by a quality and safety 
agenda in which the primary objective is to improve patient safety and reduce 
clinical risks and adverse events. In others, it has been motivated by a desire to make 
health services and systems more consumer centred, to support self-management 
and increase the role of consumers in decision-making about their own health. 
Health literacy appears in health policies in Australia (Australian Commission on 
Safety and Quality in Health Care 2014b; Department of Health 2011a, 2011b), the 
United States (U.S. Department of Health and Human Services 2010) and Europe 
(2014), and has been incorporated into several high level policy statements 
(European Commission 2007; United Nations Economic and Social Council 2009; 
World Health Organization 2009). The European Commission included health literacy 
as a key action area in its health strategy Together for Health: A Strategic Approach 
for the EU 2008-2013 (13). In 2009, The Nairobi Call to Action arose from the 7th 
Global Conference on Health Promotion, hosted by the World Health Organization 
(13), giving prominence and momentum to health literacy policy development by 
calling on governments to address health literacy as part of a broader response to 
tackling development and equity challenges (2). The United Nations Economic and 
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Social Council also adopted a declaration calling for the development of appropriate 
action plans to promote health literacy (14).  
 
The WHO has played an increasingly significant role in influencing and shaping the 
public policy agenda at a global level. This has included the creation of a global 
coordinating mechanism on health literacy (World Health Organization 2016d), and 
more recently the positioning of health literacy as one of three key pillars for 
achieving sustainable development and health equity, as set out in the Shanghai 
Declaration on Health Promotion (World Health Organization 2016c). In doing so, the 
WHO has established a strong mandate for countries around the world to prioritise 
health literacy as a way to address major global health challenges, and achieve 
equitable human development. As a result, there is evidence emerging that 
countries are responding to this call to action (Budhathoki et al. 2017), and strong 
policy responses to health literacy are likely to be rapidly forthcoming over the 
coming years. As such, policy makers and service delivery organisations are likely to 
need strong guidance on the most effective ways to identify and respond to the 
heath literacy needs of their populations.  
 
1.5 State of the science in health literacy-related health service and 
system improvement research 
Health systems are complex and health care organisations are often structured and 
function in ways that make it difficult for people to access and engage with health 
care services. The need to reduce the complexity of health systems and improve the 
way health care organisations provide information and services is now widely 
acknowledged (Dodson et al. 2015; Pleasant et al. 2013; Walsh et al. 2015; World 
Health Organization Regional Office for Europe 2013). The role and responsibility of 
health care organisations to be more responsive to the health literacy needs and 
preferences of the people and communities they serve was first advocated by the 
IOM in their 2004 report Health Literacy: A Prescription to End Confusion (Institute of 
Medicine 2004). Since that time, attention to health literacy-related health service 
and system improvements has largely been advanced through the release of the 
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Health Literacy Universal Precautions (HL-UP) Toolkit, developed by the Agency for 
Healthcare Research and Quality (AHRQ) (DeWalt et al. 2010) and a recent 
discussion paper by the IOM on what it termed a ‘health literate organisation’ (Brach 
et al. 2012). The Universal Precautions approach advocates delivering health care in 
a way that assumes all clients may have limited health literacy and structuring 
services in ways that reduce complexity and barriers to access (Brown et al. 2004). 
The Health Literacy Universal Precautions Toolkit provides resources that guide a 
systematic approach to reducing the complexity of medical care and improving 
communication with clients. The toolkit was developed within, and for use in the 
U.S. context. It includes 20 tools or measures to guide specific interventions, 
focusing on four key areas: i) improving spoken communication; ii) improving written 
communication; iii) improving client self-management and empowerment; and iv) 
improving supportive systems (DeWalt et al. 2010).  
 
The universal precautions approach informed the subsequent development of a 
range of tools and resources to guide organisational level health literacy responses, 
though these generally focused on a narrow range of organisational factors, such as 
communication and system navigation (Emory University 2010; Rudd & Anderson 
2006). Koh et al. (2013) proposed a Health Literate Care Model that incorporates 
components of the AHRQ Health Literacy Universal Precautions Toolkit with the Care 
Model (formerly the Chronic Care Model). The authors argued that the Health 
Literate Care Model may produce a more integrated organisational environment and 
foster informed patient engagement, resulting in improved health outcomes.  
 
The body of work produced by the IOM Health Literacy Round Table emphasised the 
need for broader organisational change and health system reform to address health 
literacy and improve health outcomes. In its discussion paper on ‘health literate 
organisations’, the IOM described a range of system level factors that health care 
organisations within the U.S. health care system should address in order to support 
people to navigate, understand and use health information and services. The authors 
proposed a set of ten attributes or goals, accompanied by a set of strategies that 
organisations can implement. They derived these attributes through expert opinion 
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and a synthesis of the literature on health literacy research and practice. While four 
of the attributes relate to communication (including specifically on medications, 
insurance plans and in high risk situations), others include leadership, planning and 
evaluation, preparing the workforce, involving consumers, and ensuring easy access. 
The authors stated that they do not see the list of attributes as a definitive response 
to the challenge of defining a ‘health literate organisation’, rather an optimistic 
vision of how organisations can be more responsive to the needs of populations. 
They further stated that the attributes proposed would benefit from further 
discussion and refinement (Brach et al. 2012).The list of attributes is presented in 
Table 1.1. 
 
Table 1.1: Institute of Medicine Ten Attributes of a Health Literate Organisation 
 Attributes 
1 Has leadership that makes health literacy integral to its mission, structure, and 
operations. 
2 Integrates health literacy into planning, evaluation measures, patient safety, 
and quality improvement. 
3 Prepares the workforce to be health literate and monitors progress. 
4 Includes populations served in the design, implementation, and evaluation of 
health information and services. 
5 Meets the needs of populations with a range of health literacy skills while 
avoiding stigmatization. 
6 Uses health literacy strategies in interpersonal communications and confirms 
understanding at all points of contact. 
7 Provides easy access to health information and services, and navigation 
assistance. 
8 Designs and distributes print, audio-visual and social media content that is easy 
to understand and act on. 
9 Addresses health literacy in high-risk situations, including care transitions and 
communications about medicines. 
10 Communicates clearly what health plans cover and what individuals will have 
to pay for services. 
 
The ‘ten attributes’ concept has been a catalyst for the proliferation in literature on 
‘health literate organisations’ (or health literacy friendly settings) and has formed 
the basis of most of the subsequent tools and resources developed on organisational 
health literacy (Dietscher & Pelikan 2017; Thomacos & Zazryn 2013; Wong 2012; 
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World Health Organization Regional Office for Europe 2013). The IOM is a strong 
advocate of the ten attributes approach and continues to promote the uptake of the 
ten attributes by health care organisations to inform service reforms (French & 
Hernandez 2013; Parker & Hernandez 2012). As a result, the ten attributes approach 
has been adopted across settings outside the U.S. For example, the ten attributes 
have been incorporated into a key policy statement in Australia (Australian 
Commission on Safety and Quality in Health Care 2014b) and informed the 
development of assessment tools in New Zealand (Ministry of Health 2015), 
Germany (Altin et al. 2015; Kowalski et al. 2015) and Austria (Dietscher & Pelikan 
2017). The WHO Regional Office for Europe also endorsed this approach by 
advocating for the application of the ten attributes of a health literate organisation 
to create more health literacy friendly settings (World Health Organization Regional 
Office for Europe 2013).  
 
Table 1.2 provides an overview of some of the tools and resources available on 
organisational health literacy, including their key dimensions and the context in 
which they were developed. It reveals that some of the tools that have been 
developed to assess organisational health literacy practice focus on a limited range 
of organisational capability dimensions, such as written communication, verbal 
communication and system navigation. It also highlights that recent tools have 
largely been informed by the IOM’s ten attributes of a health literate organisation. 
Tools that have been derived from the ‘ten attributes’ include the Vienna Health 
Literate Organizations Instrument (V-HLO-I) (Dietscher & Pelikan 2017), the Health 
Literate Health Care Organization 10 item questionnaire (HLHO-10) (Kowalski et al. 
2015), and the Health Literate Primary Care Practice Screener (HLPC) (Altin et al. 
2015). However, the latter tool was designed to be administered through a 
population survey rather than within health care organisations. 
 
In a recent review, Kripalani et al. (2014) examined the tools currently available to 
assess ‘organisational health literacy’ against the IOM’s ten attributes and made 
judgments about their reliability, validity, and potential to guide quality 
improvement and organisational research. The review revealed that very few of the 
 
 
21 
tools available assess a broad range of organisational dimensions (as defined by the 
ten attributes). Of the 68 tools or instruments included in the review, only 12 of 
these incorporated five or more dimensions. In most cases, the health literacy-
related tools available have been designed to assess one dimension of organisational 
health literacy practice, and tend to focus on communication, navigation and patient 
experience. Given the broad range of factors that influence an organisation’s ability 
to adequately identify and respond to individual health literacy needs, assessment 
tools that comprehensively assess organisational practices, processes and systems 
are likely to be more appropriate. The ten attributes have the potential to support a 
comprehensive approach to health service and system improvement, however they 
were developed in the U.S. context and have not yet been tested or validated, 
therefore the relevance and utility of the attributes for driving health service and 
system reform in the U.S and other contexts is currently unknown. 
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Table 1.2: Tools and resources for assessing organisational health literacy practice 
Title Purpose Context/Setting Key Dimensions 
The Health Literacy Environment of 
Hospitals and Health Centres (Rudd & 
Anderson 2006). 
• Support organisations 
to analyse literacy-
related barriers to 
health care access 
and navigation, and 
identify ways to 
reduce health literacy 
demands 
 
• Developed in the U.S. 
• Targeted at hospital settings and 
health centres  
• System navigation 
• Written communication 
• Verbal communication 
• Technology  
• Policies and protocols 
(communication) 
Literacy Audit for Healthcare Settings 
(National Adult Literacy Agency 2009). 
• Support organisations 
to analyse the health 
care environment to 
assess the quality of 
communication.  
• Developed in Ireland 
• Targeted at health care 
organisations 
• Literacy awareness 
• System navigation 
• Verbal communication 
• Written communication 
Agency for Healthcare Research and 
Quality (AHRQ) Primary Care Health 
Literacy Assessment (Agency for 
Healthcare Research and Quality 
2010). 
• Support organisations 
to identify health 
literacy-related 
improvement needs 
to inform a health 
literacy improvement 
plan. 
• Developed in the U.S.  
• Forms part of the Universal 
Precautions Toolkit 
• Targeted at Primary Care Services 
• Prepare for practice change  
• Improve spoken communication  
• Improve written 
communication  
• Improve self-management and 
empowerment  
• Improve supportive systems 
Building Health Literate Organizations: 
A Guidebook to Achieving 
Organizational Change (Abrams et al. 
• Support 
organisational change 
to become a ‘health 
• Developed in the U.S. 
• Targeted at health care 
organisations  
• Leadership 
• Workforce 
• Care environment 
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2014). literate care 
organisation’ 
• Based on the IOM ten attributes • Consumer participation 
• Verbal communication 
• Written communication 
Enliven Organisational Health Literacy 
Self-Assessment Resource (Thomacos 
& Zazryn 2013). 
• Support organisations 
to identify the 
presence or absence 
of attributes of a 
‘health literate 
organisation’.   
• Developed in Victoria, Australia 
• Targeted at health and social 
service organisations  
• Based on the IOM ten attributes 
• Leadership 
• Planning and evaluation 
• Workforce 
• Consumer participation 
• Verbal communication 
• Written communication 
• System navigation 
Health Literacy Review: A Guide 
(Ministry of Health 2015) 
• Support organisations 
to identify health 
literacy demands 
• Developed in New Zealand 
• Targeted at health care 
organisations  
• Based on the IOM ten attributes 
• Leadership and management  
• Consumer involvement  
• Workforce  
• Meeting the needs of the 
population  
• Access and navigation  
• Communication 
Health Literate Primary Care Practice 
Screener (HLPC) (Altin et al. 2015) 
• Developed for 
application in a 
national survey of the 
German adult 
population to assess 
the health literacy 
responsiveness of 
primary care 
practices 
• Developed in Germany 
• Targeted at primary care practices 
• Based on the IOM ten attributes 
(specifically attributes 6 and 7) 
• Communication  
• Navigation 
The Health Literate Health Care • Assess the degree to • Developed in Germany • 10 item questionnaire, one for 
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Organization 10 item questionnaire 
(HLHO-10) (Kowalski et al. 2015) 
which the ten 
attributes are 
implemented in 
health care 
organisations 
• Targeted at hospital settings 
• Based on the IOM ten attributes 
each of the IOM attributes 
Vienna Health Literate Organizations 
Instrument (V-HLO-I) (Dietscher & 
Pelikan 2017) 
• Enable self-
assessment and 
organisational 
diagnosis for defining 
and implementing 
improvement 
measures  
• Developed in Austria 
• Targeted at hospital settings 
• Based on the IOM ten attributes 
• Management policy and 
organisational structures 
• Stakeholder involvement in 
material development  
• Communication training for 
staff 
• Support navigation and access 
• HL principles in communication 
• Improve patient HL 
• Improve staff HL 
• Contribute to HL in the region 
• Share experiences  
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Despite this, there has been a trend towards the development of assessment tools 
and public policies based on the IOM’s ten attributes. The Enliven Organisational 
Health Literacy Self-Assessment Resource was the first tool to emerge, which sought 
to adapt the ten attributes to the Victorian context (Thomacos & Zazryn 2013), 
followed by The Gippsland Guide to Becoming a Health Literate Organisation, which 
was adapted to support health services within a specific rural location of Victoria. 
The ten attributes were also recently incorporated into state and district level 
government action plans in Australia (Department of Health and Human Services 
2015; Illawarra Shoalhaven Local Health District (ISLHD) 2012). This is likely to have 
been influenced to an extent by a report published by the Australian Commission on 
Safety and Quality in Health Care (Australian Commission on Safety and Quality in 
Health Care 2014a), which profiled and promoted the ten attributes as a useful guide 
for strengthening health services and systems. However, it also reflects a gap in the 
availability of frameworks and tools to support organisational change relating to 
health literacy responsiveness that have been developed specifically within, and for 
use by Australian-based organisations.  
 
Current frameworks for guiding organisational responses to health literacy 
While the ‘health literate organisation’ concept and ten attributes have been a 
catalyst for greater focus on the service and system-level factors that need to be 
addressed in order to respond to individual and population health literacy needs, 
frameworks for guiding organisational responses to health literacy have been slow to 
emerge. To date, only two models or frameworks relating to health literacy 
responsiveness have been proposed; the ‘ten attributes’ proposed by the IOM 
(Brach et al. 2012) and the Health Literacy Review Framework developed by the New 
Zealand Ministry of Health. The IOM ten attributes, whilst not described by the 
authors as a framework, have been described as a framework by others, including 
the WHO Regional Office for Europe (World Health Organization Regional Office for 
Europe 2013). The Health Literacy Review Framework consolidates the ten attributes 
into six dimensions considered to be the most relevant for the New Zealand context 
(Ministry of Health 2015).  
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Prior to the emergence of the ten attributes, there were a number of health literacy 
frameworks developed that incorporated elements or domains describing the 
influence of health care organisations on individual health literacy, and their role in 
reducing barriers to health information and service access.  
 
For example, Paasche-Orlow and Wolf (2007) acknowledged the impact of system 
factors in a conceptual model proposing the three causal pathways along which 
limited health literacy may influence health outcomes: i) at the point of access and 
utilisation of health services; ii) during the client-practitioner interaction; and iii) 
during the client’s self-management processes. At the point of access and health 
care utilisation, they refer to the complexity of health systems and ‘tiered’ service 
delivery models as key factors that influence health outcomes for individuals. At the 
practitioner level, they refer to communication skills, teaching ability, time 
constraints, and person-centred approaches (Figure 1.1).  
 
Figure 1.1: Causal Model of Health Literacy and Health Outcomes 
Source: Paasche-Orlow and Wolf (2007) 
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Parker (cited in Institute of Medicine 2009) argued that the skills and abilities of 
individuals must align with demands and complexities of health systems, and 
proposed a simple but effective framework to illustrate this relationship (Figure 1.2). 
This framework is often used to illustrate that it is important for health care 
organisations to minimise the demands and barriers they create for individuals 
seeking to access information and services. Other frameworks that have referred to 
the relationship between health systems and the health literacy skills of individuals 
include the ‘Potential Intervention Points’ Framework (Institute of Medicine 2004) 
and the Canadian Public Health Association Expert Panel Model of Health Literacy 
(cited in Kanj & Mitic 2009). 
 
 
Figure 1.2: Parker Framework on Health Literacy Framework  
 
Source: Parker, 2009 (cited in Institute of Medicine 2009) 
 
 
A number of frameworks have referred to the relationship between health care 
organisation and health system demands, and the health literacy capacity of 
individuals. It is now widely accepted by policy makers, practitioners and researchers 
alike. However, frameworks that comprehensively describe the range of 
organisational factors that influence health literacy and related outcomes for 
individuals are few. Pursuing the development of new frameworks would provide a 
more nuanced understanding of the full range of factors that determine an 
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organisation's ability to effectively respond to the health literacy needs of individuals 
and communities.   
 
1.6 Rationale for the research 
Health systems are complex and health care organisations are often structured and 
function in ways that make it difficult for people to access and engage with health 
care services. Health care organisations have a responsibility to ensure they have the 
capability to meet the health literacy needs and preferences of the people and 
communities they serve. To achieve this it is necessary to determine the 
characteristics, values, practices and capabilities organisations require in order to 
adequately identify and respond to individual health literacy needs.  
 
However, there are currently no frameworks available that specifically conceptualise 
health literacy responsiveness, and frameworks that describe related concepts such 
as ‘health literate organisations’ are lacking. Likewise, most of the tools that have 
been developed to support organisational change relating to health literacy have not 
been empirically developed or validated, and many have been developed in (or 
adapted from) the U.S. context. As such, existing tools may not be relevant and 
useful in other contexts. Given the health literacy of individuals is context specific, 
and influenced by their health care and social environments, it is important that 
frameworks and tools aimed at improving service and system responses are 
grounded in the specific social and health care contexts in which they are being 
applied (Batterham et al. 2017). Thus, the development of frameworks that 
conceptualise health literacy responsiveness in the Australian context, as well as 
tools that support organisations to assess their health literacy responsiveness is 
warranted. 
 
By empirically exploring health literacy responsiveness, this research has the 
potential to contribute to the broader health literacy field by providing a foundation 
on which further definitions, measurement/assessment tools, interventions, quality 
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improvement and evaluation activities can be built. The purpose, aims and methods 
of this PhD research are described in the next chapter. 
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Chapter 2: Study Aims and Methods 
 
2.1 Study context  
This PhD thesis was funded under, and formed part of the Ophelia (OPtimising 
HEalth LIterAcy) Victoria Study, which was a large communities-based collaborative 
project between Deakin University, Monash University, eight service organisations 
and the Victorian Government. It was funded through an Australian Research 
Council (ARC) Linkage Grant with substantial financial input from the Victorian 
Government and Deakin University. The Ophelia Victoria Study (Ophelia) aimed to 
develop and test a process for co-designing health literacy interventions and test 
them across disparate health services in Victoria (Batterham et al. 2014; Beauchamp 
et al. 2017). This PhD thesis contributed to the Ophelia project by informing the 
organisational-level components of the Victorian health literacy response 
framework, and by developing frameworks, tools and resources on health literacy 
responsiveness to complement the suite of Ophelia health literacy practice tools and 
resources.  
 
2.2 Study purpose 
The overarching purpose of this thesis was to propose a comprehensive framework 
of health literacy responsiveness specific to the Victorian context, and to develop 
practical tools that organisations may use to identify the system, process and 
practice improvements needed in order to adequately respond to the health literacy 
needs of their clients and communities. In doing so, this study sought to identify and 
inform priorities for health service and health system reform in Victoria and 
Australia, to ensure more equitable access to information and services, and 
ultimately more equitable health outcomes for vulnerable populations. To achieve 
this, this thesis was undertaken in three separate but interconnected studies, which 
sought to address the aims and research questions shown in Table 2.1. 
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Table 2.1: Research aims and questions  
Study One Development of The Organisational Health Literacy Responsiveness  
  (Org-HLR) Framework 
Aim To develop a conceptual framework that describes the key elements of a 
health literacy responsive organisation. 
Questions 1: What are the characteristics, values, practices and capabilities of a health 
literacy responsive organisation?  
2: Based on the conceptualisation of health literacy responsiveness, how 
might it be defined? 
Study Two Development of The Organisational Health Literacy Responsiveness  
  (Org-HLR) Self-Assessment Tool and Process 
Aim  To develop a self-assessment tool and process that support organisations to 
assess their health literacy responsiveness strengths and limitations, and 
plan their health system improvement activities. 
Questions 1: What tools are currently available to assess the health literacy 
responsiveness of organisations, and what are their strengths and 
limitations?  
2: What do health and social service sector professionals view as important 
characteristics of a useful self-assessment tool and process, and how should 
these be organised into a self-assessment tool? 
Study Three Field-Testing and Refinement of The Organisational Health Literacy  
  Responsiveness Self-Assessment (Org-HLR) Tool and Process 
Aim To field-test the Org-HLR Tool and process to determine their utility in 
supporting organisations to assess their health literacy responsiveness, and 
plan their improvement activities.  
 
Questions 1 What are the perspectives of health and social service sector professionals 
on the relevance, utility and feasibility of the Org-HLR Self-Assessment Tool 
and process? 
2: What refinements are required to improve the utility and feasibility of 
the Org-HLR Self-Assessment Tool and process? 
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2.3 Methods overview 
This thesis was undertaken using a combination of quantitative and qualitative 
methods. Quantitative research approaches are generally used to explore 
phenomena or test hypothetical generalisations, often through experimental 
methods and statistical analyses (Frankel & Devers 2000). In contrast, qualitative 
research approaches seek to understand the lived experiences of people and groups, 
and explore the meaning of social phenomena in context-specific settings (Miles et 
al. 2014). Table 2.2 provides an overview of some common characteristics of 
qualitative and quantitative research.  
 
Table 2.2: Key characteristics of qualitative and quantitative research 
 Qualitative research 
 
Quantitative research 
Purpose To understand how and 
why. To explore the 
processes, the influences 
and contexts. 
To measure or quantify a 
problem. To understand 
how much, how often and 
relationships in data. 
Study population Small sample of 
participants (purposive) 
Large sample of cases or 
subjects (random) 
Data type Words and text Numbers 
Data collection Interviews, observation, 
group discussions, 
workshops 
Surveys, tests, 
questionnaires, 
population datasets  
Data analysis  Interpretive, inductive  Statistical, deductive  
Outcome Derive understanding and 
meaning. To explain 
actions, beliefs or 
behaviours. 
Identify trends and 
patterns in data, and to 
generalise to populations. 
 (Bruce et al. 2008; Hennink et al. 2011) 
 
Given this research was exploratory in nature, and sought to understand and 
describe a relatively new and complex concept, a substantively qualitative approach 
was considered the most appropriate for undertaking the research. The primary 
method used was concept mapping, which is a predominantly qualitative process 
that incorporates statistical techniques to provide structure to the conceptualisation 
of a topic of interest.  
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Concept Mapping 
Concept mapping is a mixed methods process that incorporates nominal group 
techniques, unstructured sorting and multivariate statistical methods (Risisky et al. 
2008; Trochim 1989; Trochim et al. 2004). It is considered a structured 
conceptualisation process in that it involves a sequence of concrete steps to derive a 
conceptual representation of any topic of interest (Trochim 1989). The process has 
been used for a number of purposes in public health and social science, including to 
guide the development of conceptual frameworks, program logics and 
questionnaires (Norgaard et al. 2015; Osborne et al. 2013; van Randeraad-van der 
Zee et al. 2016; Vaughn et al. 2016).  
The scholar considered concept mapping to be an appropriate method for 
addressing the aims of this research for a number of reasons. Firstly, it is an inclusive 
and participatory research process that can be used to explore complex, 
multidimensional concepts. Secondly, the process actively engages communities as 
research collaborators, rather than merely as subjects in the research (Burke et al. 
2005) and enables the integration of diverse perspectives and “distributed group 
knowledge” (Trochim & Kane 2005).  
In addition, evidence suggests that concept mapping is useful for establishing 
content validity, facilitating researcher decision-making and providing insights into 
participant perspectives (Rosas & Ridings 2016). The use of concept mapping in this 
PhD project enabled a comprehensive and grounded exploration of the elements of 
a health literacy responsive organisation.  
The scholar utilised a modification of Trochim’s approach to concept mapping 
(Trochim 1989) including the Concept System Software (version 1.0 by Trochim, 
1987). This method consists of six steps, which are described in Table 2.3. In this 
project, concept mapping workshops and an online concept mapping process were 
undertaken, the details of which are described in Study One (Chapter 3).  
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Table 2.3 Description of the steps involved in a standard concept mapping process 
Step Components   Quantitative  Qualitative  
1. Preparation 
 
This step is undertaken by the researcher/facilitator and involves 
selecting participants and determining the focus of the 
conceptualisation (seeding statement). 
  
2. Statement generation  This step is a facilitated group exercise. It commences with individual 
brainstorming, followed by structured group brainstorming (nominal 
group technique) to generate list of statements. 
 x 
3. Statement structuring  This step involves an individual activity in which participants perform 
an unstructured sorting task to group the statements into clusters 
that make sense to them. They then label the clusters with a heading 
that best represents the cluster theme. 
 x 
4. Statement representation  This step is performed by the facilitator who inputs the statements 
and sort data into the Concept System Software, which computes a 
map. It performs the following tasks: 
• Constructs a similarity matrix (shows the frequency with which 
statements were grouped together) 
• Multidimensional scaling (uses multivariate analysis to calculate 
distances between items in the matrix, and create a map of 
points) 
• Hierarchical cluster analysis using Ward’s algorithm (partitions or 
groups the statements on the map into clusters that reflect 
x  
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Source: Trochim 1989 
similar concepts). 
5. Map interpretation  This is a group exercise in which participants analyse the map to 
determine a name for each cluster, discuss and identify relationships 
between clusters, identify incongruent statements and missing 
concepts. The names of clusters and relationships between them 
represent the group’s conceptualisation of the topic.  
 
 x 
6. Map utilisation  The map or conceptualisation of a topic is used to inform 
consultation, program planning and evaluation, and to develop 
frameworks and measurement/assessment tools. 
 
 x 
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2.4 Participatory research methods 
A strong participatory approach was adopted throughout the study to ensure the 
outputs of the research were grounded in the real world experiences of health and 
social service professionals across Victoria and Australia. It is expected that this 
participatory approach will increase the validity, utility and feasibility of the 
framework and tools with intended users, and across intended contexts.  
 
Participatory research approaches are inductive and collaborative, qualitative 
research methodologies that seek to involve people in the co-creation of knowledge 
about social and contextual realities (Bergold & Thomas 2012). Participatory 
methods are widely used in public health research and were adopted in this PhD 
thesis because they enable stakeholder groups with real world experience to 
contribute to the research process, and recognise that these stakeholders provide 
valuable insights, perspectives and a deep understanding of the topic under 
investigation (Wurm & Napier 2017). A fundamental premise of participatory 
approaches is that they seek to achieve change, which can relate specifically to 
policies and practices, or to broader social change arising from public awareness and 
action (Cornwall & Jewkes 1995). That is, participatory methods are oriented 
towards knowledge for action, not just knowledge for understanding, and therefore 
appropriate for achieving the aims of this thesis. 
 
Participatory research acknowledges that knowledge is not absolute, that it is 
constructed and situated within contexts. It also recognises that the relationship 
between research and practice is circular. That is, research informs practice and 
practice informs research, which is particularly relevant in applied fields such as 
public health (Wurm & Napier 2017). In participatory approaches, researchers 
become learners and facilitators of knowledge exchange between participants. This 
requires researchers to adopt methods that allow for an equal and democratic 
exploration of ideas (Bergold & Thomas 2012).  The PhD scholar assumed this role of 
learner and facilitator during each stage of this research, and utilised a range of 
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participatory methods including concept mapping, co-design workshops, field-
testing activities and focus groups with health and social service professionals.  
 
The methods utilised in this thesis are described in detail in the studies presented at 
Chapters 3, 4 and 5, and therefore not repeated here. However, Figure 2.1 provides 
an overview of the methods used in each study.
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Figure 2.1: Overview of research aims and methods 
 
  
 
 
 
 
 
 
 
 
 
How can health literacy responsiveness be conceptualised and assessed? 
Conceptualising health literacy 
responsiveness Assessing health literacy responsiveness 
Study One: Development of The 
Organisational Health Literacy 
Responsiveness (Org-HLR) Framework 
Study Two:  Development of the Org-HLR 
Self-Assessment Tool and Process 
 
Study Three: Field-Testing and 
Refinement of the Org-HLR Self-
Assessment Tool And Process 
 
• Concept mapping workshops 
• Online concept mapping survey 
• Development of concept maps 
• Development of cluster trees 
• Development of mind maps 
• Researcher workshops (thematic 
analysis to derive framework domains 
& sub-domains) 
 
• Co-design workshops with health and 
social service professionals  
• Review of self-assessment tools to 
identify useful characteristics  
• Selection of tool structure, format and 
administration process 
• Researcher workshops to select 
assessment dimensions, sub-
dimensions & performance indicators  
• Independent researcher review of draft 
self-assessment tool  
 
• Implementation of the Org-HLR 
Tool and process across four 
disparate organisations   
• Direct observation and field 
notes 
• Continuous quality 
improvement processes 
(iterative refinement) 
• Focus groups 
• General inductive qualitative 
analysis 
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2.5 A note on reflexivity 
In qualitative research, the researcher is the research instrument (Devers & Frankel 
2000). The researcher’s background, position and perspectives inevitably have some 
impact on the research, including the focus of enquiry and the interpretation of its 
meaning.  
 
As such, qualitative research requires researchers to demonstrate reflexivity. 
Reflexivity is the practice of continuous self-reflection and attending to the context 
of knowledge construction throughout the research process (Malterud 2001). Within 
this study, the PhD scholar has demonstrated reflexivity by declaring her 
professional experiences, perspectives and values relating to this study, and 
acknowledging their influence on the approach to the research concepts. The scholar 
has been systematic in her approach to the collection, management and analysis of 
data, reflected on her assumptions and preconceptions, and worked collaboratively 
with study participants and other researchers to challenge these preconceptions. In 
so doing, she has sought to ensure the credibility and trustworthiness of her 
interpretation and representation of the study findings.  
 
Dual role as researcher and practitioner  
During the course of undertaking this PhD research, the scholar was simultaneously 
situated within the health sector and actively working as a public health practitioner, 
including on health literacy specific projects. At times, this also meant working in 
partnership with participants in this PhD project (professionals and organisations). 
The scholar’s position within the study as both a researcher and practitioner meant 
she had real world experience across the sectors being investigated, which gave her 
credibility with participants and allowed her to gain their trust (Cargo & Mercer 
2008; Patton 1999). Her immersion within organisations across a range of health and 
social service sectors throughout the duration of the research provided her with rich 
insights into their organisational contexts, cultures and the workplace experiences of 
professionals at all levels as well as a strong understanding of the drivers and 
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barriers to health literacy improvements and organisational change more broadly. 
These insights enabled the development of a framework, self-assessment tool and 
assessment process that align with, and reflect the experiences, contexts, challenges 
and opportunities of the professionals and organisations for whom they are 
intended (Devers & Frankel 2000).  
 
 
2.6 Ethical considerations 
The ethical implications of the methods described in this thesis are low. Overall, 
informed professionals were engaged, with no recruitment of vulnerable groups or 
recruitment by third parties. The topics for discussion covered organisational and 
management issues, with minimal chance of discussion about sensitive patient-level 
issues. 
 
Permission to undertake this PhD research was obtained from the Deakin University 
Human Research Ethics Committee, as a sub-project of the broader Ophelia 
(OPtimising HEalth LIterAcy) Victoria Study (Study ID: 2012-295). A series of ethics 
amendments were submitted over the life of this PhD project.  The first amendment 
was submitted in March 2014, which sought approval to conduct concept mapping 
workshops with professionals across health and social service organisations in 
Victoria.  The second amendment was submitted in February 2015, which sought 
approval to undertake an adapted concept mapping method using an online survey 
with a broader network of professionals. The third amendment was submitted in 
August 2016, which sought approval to undertake evaluation focus groups with 
professionals involved in piloting of the Org-HLR Self-Assessment Tool.  
 
Informed consent  
All participants in this PhD project provided informed consent. They were provided 
with a participant information and consent form, outlining the research purpose, the 
activities involved for participants, the benefits and potential risks and details of how 
their privacy and confidentiality would be maintained. In completing the consent 
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form, participants acknowledged that their involvement in the study was voluntary 
and that they could withdraw prior to data collection being undertaken.  
 
For study three, the piloting of the tool in organisations, consent to participate was 
obtained not only from individual professionals, but also a senior manager who 
authorised the conduct of the study in their organisation. This was necessary in 
order to gain approval for participants to be interviewed on work time, and to affirm 
that information obtained about organisations as a result of administering the Org-
HLR Tool would not be published. 
 
Privacy and Confidentiality  
As part of the informed consent process, participants were advised of their rights to 
privacy and confidentiality, and that data collected during the research would not 
identify them or their organisation.  The data collected during the concept mapping 
workshops were de-identified at the time of initial data entry, and the names and 
organisations of participants have been stored separately from the data. The online 
concept mapping process was completely anonymous, therefore identifiable 
information was not obtained. The data collected during the evaluation focus groups 
in study three were de-identified during the transcription process, and the names 
and organisations of participants have been stored separately from the data 
(including the audio recordings). 
 
All data will be stored on password protected computers or in locked filing cabinets 
for a period of seven years, after which time they will be permanently destroyed.  
 
The ethics amendment application documents for each study, including the 
participant information and consent forms, data collection instruments and 
decisions by the Deakin University Human Research Ethics Committee are provided 
at Appendix 2. Declarations regarding ethics approval, consent to participate and 
consent for publication are provided within each study, presented in Chapters 3, 4 
and 5.   
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Chapter 3: Development of The Organisational 
Health Literacy Responsiveness (Org-HLR) 
Framework In Collaboration with Health and 
Social Services Professionals 
 
This chapter addresses the first aim of the thesis, which was to develop a conceptual 
framework that describes the key elements of a health literacy responsive 
organisation.  
 
The findings of this study have been published in the following article: 
Trezona, A., Dodson, S., & Osborne, R.H. (2017) Development of the 
Organisational Health Literacy Responsiveness (Org-HLR) Framework in 
Collaboration with Health and Social Services Professionals, BMC Health 
Services Research, DOI: 10.1186/s12913-017-2465-zBHSR-D-17-00371R2. 
 
Health literacy responsiveness is a new term in the field of health literacy, and has 
not yet been explored empirically. Currently there are no frameworks available that 
operationalise organisational health literacy responsiveness, and frameworks that 
otherwise describe ‘health literate organisations’ are few. This study sought to 
develop a conceptual framework on organisational health literacy responsiveness, 
grounded in the experiences and perspectives of health and social service 
professionals. Such a framework is needed to guide organisational change and 
system level reforms in Australia. The framework will also be used to inform the 
development of organisational self-assessment tool to support the assessment of 
health literacy responsiveness. 
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3.2 Published Research Article 
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Chapter 4: Development of The Organisational 
Health Literacy Responsiveness (Org-HLR) Self-
Assessment Tool and Process 
 
This chapter addresses the second aim of the thesis, which was to develop a  
self-assessment tool and process that support organisations to assess their health 
literacy responsiveness strengths and limitations, and plan their health system 
improvement activities. 
 
A manuscript for this study has been submitted and is currently under review by 
BMC Health Services Research. The manuscript details are:  
Trezona, A., Dodson, S., & Osborne, R.H. (2017) Development of the 
Organisational Health Literacy Responsiveness (Org-HLR) Self-Assessment 
Tool and Process, BMC Health Services Research (Under review). 
 
Organisational self-assessments can be useful for improving organisational 
performance and effectiveness by supporting benchmarking and monitoring, guiding 
continuous quality improvement activities, encouraging collaboration and inclusive 
problem solving, and promoting self-reflection and organisational learning. They are 
increasingly being utilised to guide organisational ‘diagnosis’ and needs 
identification, and facilitate goal setting and quality improvement planning. 
However, there are currently few self-assessment tools available to support 
organisations to assess their health literacy responsiveness. To date, most of the 
tools that have been developed for this purpose have been developed in the United 
States context, and have not been tested or validated.  
 
The previous chapter described the development of the Organisational Health 
Literacy Responsiveness (Org-HLR) Framework. This Framework provided the 
conceptual and theoretical foundations for developing the Org-HLR Tool and 
assessment process described in this chapter.  
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4.2 Abstract  
Introduction:  
The World Health Organization describes health literacy as a critical determinant of 
health and driver of citizen empowerment and health equity. Several studies have 
shown that health literacy is associated with a range of socioeconomic factors 
including educational attainment, financial position and ethnicity. The complexity of 
the health system influences how well a person is able to engage with information 
and services. Health organisations can empower the populations they serve and 
address inequity by ensuring they are health literacy responsive. The aim of this 
study was to develop the Organisational Health Literacy Responsiveness Self-
Assessment Tool (Org-HLR Tool), and an assessment process to support 
organisations with application of the tool.  
 
Methods: 
A co-design workshop with health and social service professionals was undertaken to 
inform the structure of the tool and assessment process. Participants critiqued 
existing self-assessment tools and discussed the likely utility of the data they 
generate. A review of widely used organisational performance assessment tools 
informed the structure and self-assessment process. The Organisational Health 
Literacy Responsiveness (Org-HLR) Framework (with seven domains/24 sub-
domains) provided the structure for the assessment dimensions of the tool. The 
performance indicators were drawn from raw data collected during development of 
the Org-HLR framework.  
 
Results: 
22 professionals participated in the workshop. Based on the feedback provided and 
a review of existing tools, a multi-stage, group-based assessment process for 
implementing the Org-HLR Tool was developed. The assessment process was divided 
into three parts; i) reflection; ii) self-rating; and iii) priority setting, each supported 
by a corresponding tool. The self-rating tool, consistent with the Org-HLR 
Framework, was divided into: External policy and funding environment; Leadership 
and culture; Systems, processes and policies; Access to services and programs;  
 
 
63 
Community engagement and partnerships; Communication practices and standards; 
Workforce. Each of these had 1 to 5 sub- dimensions (24 in total), and 135 
performance indicators.  
 
Conclusions: 
The Org-HLR Tool and assessment process were developed to address a gap in 
available tools to support organisations to assess their health literacy 
responsiveness, and prioritise and plan their quality improvement activities. The tool 
is currently in the field for further utility and acceptability testing.  
 
4.3 Introduction  
Health literacy has been defined as “the cognitive and social skills which determine 
the motivation and ability of individuals to gain access to, understand and use 
information in ways which promote and maintain good health” (Nutbeam 1998). 
Population studies conducted in the U.S., Canada, Europe and Australia suggest that 
limited functional health literacy is a public health challenge in these countries 
(Australian Bureau of Statistics 2009; HLS-EU Consortium 2012; Institute of Medicine 
2004; Murray et al. 2007), and that people with low functional health literacy may 
have less knowledge about their health conditions and treatments, poorer overall 
health status, and higher rates of hospitalisation than the rest of the population 
(Herndon et al. 2011; Tokuda et al. 2009; Wolf et al. 2005). Low functional health 
literacy may also impact an individual’s ability to participate in decision- making, 
follow care recommendations, implement health-promoting behaviours, and engage 
with preventative health services (Institute of Medicine 2004; Ishikawa & Yano 2008; 
van der Heide et al. 2014).  
 
Studies have also shown a relationship between health literacy and a number of 
socioeconomic factors, including educational attainment, financial position and 
ethnicity (HLS-EU Consortium 2012; Paasche-Orlow & Wolf 2007). A recent 
Australian study reported that health literacy varies across population groups. In 
particular, people born overseas, people who speak a language other than English at 
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home, people with limited formal education, and people with chronic conditions are 
more likely to have low health literacy (Beauchamp et al. 2015). However, it must be 
acknowledged that health literacy is content and context specific. That is, a person’s 
ability to access, use and understand information is greatly influenced by the context 
in which they are required to apply the information to make health-related decisions 
(Paasche-Orlow & Wolf 2007).  
 
The World Health Organization recently acknowledged health literacy as a critical 
determinant of health and a key driver of citizen empowerment and health equity in 
the Shanghai Declaration, which establishes a mandate for developing, 
implementing and monitoring strategies for strengthening health literacy in all 
populations (World Health Organization 2016). Such strategies must extend beyond 
a focus on the health literacy skills and abilities of individuals, to include strategies 
that reduce the demands health systems place on people, and minimise barriers to 
them accessing services and information. By ensuring they are health literacy 
responsive, health and social care organisations can empower the populations they 
serve.  
 
Health literacy responsiveness has been defined as “the provision of services, 
programs and information in ways that promote equitable access and engagement, 
that meet the diverse health literacy needs and preferences of individuals, families 
and communities, and that support people to participate in decisions regarding their 
health and social wellbeing”(Trezona et al. 2017) [under review, see manuscript at 
Additional File 1]. Some authors have suggested that health literacy responsive 
organisations foster a culture that promotes equity and inclusiveness, demonstrate 
effective leadership and management, and ensure robust data collection, monitoring 
and communications systems and processes are in place. They also foster effective 
communication practices, have a strong commitment to building the capability of 
their workforce, and to engaging meaningfully with the communities they serve, as 
well as other health and social service sector organisations (Brach et al. 2012; 
Dodson et al. 2015; Kripalani et al. 2014; Parker & Hernandez 2012).  
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Health care organisations and health systems must continuously improve to ensure 
they are effective, efficient and responsive to the needs of populations (Wolf 2011). 
Organisational self-assessments can be useful for improving organisational 
performance and effectiveness by supporting benchmarking and monitoring, guiding 
continuous quality improvement activities, encouraging collaboration and inclusive 
problem solving, and promoting self- reflection and organisational learning (Ritchie 
& Dale 2000). They are increasingly being utilised to guide organisational ‘diagnosis’ 
and needs identification, and facilitate goal setting and quality improvement 
planning (Ford 2001; Fountain 1998; Miller et al. 2003). Such tools generally consist 
of a set of performance categories, accompanied by a set of ‘best practice’ 
statements and examples that set a benchmark for performance assessment and 
planning (Trenerry & Paradies 2012).  
 
Of course, the theory and practice of organisational development and self-
assessment has much in common with health care performance measurement, 
monitoring and quality improvement initiatives. In recent years there has been a 
proliferation of health care performance frameworks and quality (performance) 
indicators. As with self-assessment tools, the quality frameworks and measurement 
tools contain a set of performance dimensions that are preferably definable, 
measurable, and actionable. Common dimensions of quality in health care 
performance include effectiveness, safety, responsiveness, and person-centeredness 
(Kelley & Hurst 2006). Quality indicators are often categorised into structural, 
process or outcome indicators, and it is generally accepted that indicators should be 
selected based on the importance of what is being measured (including susceptibly 
to improvement) and the validity and reliability of what is being measured 
(Donabedian 2005). 
 
While the need for organisations to better respond to the health literacy needs of 
populations has been acknowledged (Brach et al. 2012; DeWalt & McNeill 2013; Koh 
et al. 2013; World Health Organization Regional Office for Europe 2013), there are 
few self- assessment tools available to support organisations to assess their health 
literacy responsiveness. To date, most of the tools that have been developed for this 
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purpose have been based on the ‘ten attributes of a health literate organisation’ 
proposed by the U.S. Institute of Medicine (IOM) (Brach et al. 2012). The ten 
attributes were derived through expert opinion and a synthesis of the literature on 
health literacy research and practice (Brach et al. 2012). The ten attributes are 
framed as a set of goals, supported by a list of strategies or actions organisations can 
implement to improve their responsiveness. Four of the attributes relate to 
communication (including on medications, insurance plans and in high risk 
situations), in addition to one each on leadership, planning and evaluation, preparing 
the workforce, involving consumers, meeting the needs of populations, and ensuring 
easy access.  
 
These attributes have been incorporated into several organisational assessment or 
audit tools outside of the U.S. context, including the Enliven Organisational Health 
Literacy Self- Assessment Resource (Thomacos & Zazryn 2013), the Health Literacy 
Review: A Guide (Ministry of Health 2015), and the Vienna Health Literate 
Organizations Instrument (V-HLO- I) (Dietscher & Pelikan 2017). While the V-HLO-I 
was adapted for, and tested within the Austrian context, the ten attributes have not 
been tested or validated in other contexts. Further, these tools have not yet been 
evaluated, therefore their utility in assessing organisational health literacy 
responsiveness and their impact on subsequent quality improvement processes and 
outcomes is currently unknown.  
 
Anecdotal reports from a broad range of organisations we work with across the 
health system in Australia suggest that current organisational health literacy self-
assessment tools have a number of limitations. With regard to content, stakeholders 
perceive that there is considerable overlap between some assessment dimensions 
(i.e. comprised of multiple communication dimensions), that some dimensions are 
too specific to apply to a broad range of organisations (i.e. high risk situations such 
as surgery), and that some dimensions are not relevant for the Australian context, 
(i.e. communicating about health insurance coverage). Further, the tools are often 
burdensome to administer, do not adequately support the identification of strengths 
and limitations, and/or do not support monitoring and evaluation of improvements 
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over time. For example, they lack specific assessment criteria, they provide 
numerous templates and tools without adequate instruction on how to undertake 
the assessment process, or they use simple checklist formats. Finally, they do not 
provide adequate guidance to organisations on how to prioritise and plan 
improvement activities once their needs have been identified. For these reasons, 
there is demand for a self-assessment tool and assessment process that has 
relevance and utility across a broad range of health and social service sectors.  
 
Self-assessment tools are more likely to be effective when they are appropriate in 
conceptual scope and assessment content, provide diagnostic guidance, and have 
high validity (Ford & Evans 2002). Organisational models and frameworks serve as 
the reference standard for self-assessment (Ford & Evans 2002). Thus, to inform the 
self-assessment tool developed in this study, we developed the Organisational 
Health Literacy Responsiveness (Org-HLR) Framework (Trezona et al. 2017). In 
summary, the Org-HLR Tool was developed using data generated from a series of 
concept mapping consultations with more than 200 professionals working in health 
and social services sectors. Concept mapping is a mixed methods process that 
incorporates nominal group techniques, unstructured sorting, multivariate statistical 
methods and in depth user input (Risisky et al. 2008; Rosas & Ridings 2016; Trochim 
1989; Trochim et al. 2004). This enabled a comprehensive and grounded exploration 
of the potential elements of a health literacy responsive organisation. We further 
examined the concept mapping data using hierarchical cluster analysis, through 
which we derived the domains and sub-domains of the Org-HLR Framework shown 
in Figure 1, as well as the performance indicators that make up the self-assessment 
tool (Trezona et al. 2017).  
 
The aim of the current study was to develop the Organisational Health Literacy Self- 
Assessment Tool (Org-HLR Tool), and an assessment process to support 
organisations with the application of the tool.  
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Figure 1: The Organisational Health Literacy Responsiveness (Org-HLR) Framework  
 
 
Source: Trezona et al. 2017  
 
4.4 Methods  
This study was undertaken in two parts. The first involved determining the structure 
of the self-assessment tool and an approach for undertaking the assessment 
process. The second involved selecting the assessment dimensions and performance 
indicators for the self- assessment tool. The activities and steps involved in this study 
are shown in Figure 2. This study was approved by the Deakin University Human 
Research Ethics Committee (Study ID: 2012-295).  
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Figure 2: Steps undertaken in the development of the Org-HLR Self-Assessment 
Tool and assessment process  
 
 
Co-design workshop to inform the structure of the tool and assessment process  
To inform the structure of the tool, and the approach for undertaking the 
assessment process, we conducted a co-design workshop with health and social 
service sector professionals. The aim of the workshop was to obtain information on 
the potentially useful characteristics of a self-assessment tool and assessment 
process from the perspective of practitioners and managers working within relevant 
organisational settings and contexts. Purposive sampling was used to recruit 
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participants for the workshop, through which people actively working in a health, 
social or community service organisation in Victoria were sought. An invitation to 
participate was distributed to the member organisations of four Primary Care 
Partnerships in a metropolitan region of Melbourne, Australia. Primary Care 
Partnerships are voluntary alliances of health and human service organisations, 
which work together to improve access to, and coordination of services (Department 
of Health and Human Services 2015). A total of 22 professionals participated in the 
workshop, including health care managers, health care executives, community 
engagement officers, health promotion officers, clinicians and project coordinators. 
These professionals were representatives of hospitals (n=5), community health 
services (n=7), women’s health services (n=2), local governments (n=2), Primary Care 
Partnerships (n=2), Primary Health Networks (n=1) and other non-government 
organisations (n=3).  
 
To commence the workshop, participants were introduced to the Org-HLR 
Framework, including a brief explanation of the domains and sub-domains. A group 
activity was then undertaken to obtain perspectives on the characteristics of a useful 
self-assessment tool and assessment process within their settings. Participants were 
provided with four existing self-assessment tools and asked to critique them 
according to a set of guiding questions, which sought their views on the strengths 
and limitations of the tools, the potential barriers and enablers to implementing 
them, the types of data they generate and how useful that would be, and 
suggestions on ways the tools could be improved. The four tools used in this activity 
were: i) Assessing Chronic Illness Care (ACIC) Survey: V3.5 (MacColl Institute for 
Healthcare Innovation 2000); ii) Enliven Organisational Health Literacy Self-
Assessment Resource (Thomacos & Zazryn 2013); iii) Health Literacy Review: A Guide 
(Ministry of Health 2015); and the Agency for Healthcare Research and Quality 
(AHRQ) Primary Care Health Literacy Assessment (Agency for Healthcare Research 
and Quality 2010). These tools were selected for their specific focus on health 
literacy or a related health system issue, and because they varied in their design, 
structure and mode of administration. The characteristics of these tools are 
described in Additional File 2. In a second activity, participants were asked to 
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describe the characteristics of an ‘ideal’ self-assessment tool, based on their 
experience of undertaking assessments and planning improvement activities within 
their contexts.  
 
Determining the tool structure and assessment process  
The feedback provided during the consultation workshop was analysed, using 
qualitative thematic analysis, to identify the perceived strengths and limitations of 
the example tools, the perceived utility of the data generated for supporting priority 
setting and action planning, and the perceived overall utility of the tools for 
assessing organisational performance in relation to health system issues. These key 
themes informed decisions regarding the structure of the Org-HLR Tool and 
assessment process.  
 
We also reviewed a range of widely used organisational performance and self-
assessment tools to identify their common characteristics, and to make judgements 
about their likely strengths and limitations, degree of implementation difficulty, and 
their potential to produce data that will support quality improvement planning, 
monitoring and evaluation. This included a review of factors such as clarity of the 
assessment dimensions, the length of the tools, the mode of administration, the 
rating systems and data collection methods used, and the types of instructions and 
guidelines provided to support implementation. We included two widely used 
organisational performance tools in the review, the Baldrige Criteria for Performance 
Excellence (Baldrige Performance Excellence Program 2015) and European 
Foundation for Quality Management (EFQM) Model (Nabitz et al. 2000), as well as 
more localised self-assessment tools relating to cultural competence (Andrulis et al.; 
Department of the Premier and Cabinet 2006; Ministry for Children and Families 
1997), gender equity (Harvey et al. 2010) consumer-centred/coordinated care 
(Department of Health 2010; MacColl Institute for Healthcare Innovation 2000) and 
other tools. The useful elements of these tools were identified, adapted and 
incorporated into the structure of the Org-HLR Tool and assessment process.  
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Selecting assessment dimensions, sub-dimensions and performance indicators for 
the tool  
The seven domains of Org-HLR framework (derived through prior development work 
described in Figure 1) served as the broad assessment categories of organisational 
performance, while the sub-domains informed the sub-dimensions for each 
assessment dimension. The performance indicators were selected based on the 
statements generated through the concept mapping process utilised in the 
development of the Org-HLR framework (Trezona et al. 2017).  
 
The statements generated through the concept mapping process were evaluated to 
determine a representative set of performance indicators (items) for each sub-
dimension. In selecting each item within a dimension, consideration was given to 
ensuring good coverage, whether a wide range of professionals would be able to 
interpret and understand the item, whether they would be able to make a 
judgement about how well their organisation is addressing the item, and whether 
the item could realistically be operationalised into a concrete action to improve 
organisational practice and performance. In order to describe the breadth of the 
concept as expressed by participants during the concept mapping consultations, it 
was important to retain as many distinctions as possible whilst at the same time 
minimising the potential response burden associated with having too many 
assessment criteria. Duplicate statements were removed, conceptually similar 
statements combined, and minimal set of candidate items for the assessment tool 
were selected through consensus by the research team.  
 
Step 4: Review of candidate dimensions, sub-dimensions and performance 
indicators for the tool 
Independent researchers reviewed a draft version of the assessment tool comprising 
a proposed set of dimensions, sub-dimensions and performance indicators. Their 
task was to assess whether: i) the titles for each assessment dimension and sub-
dimension provided appropriate coverage of the assessment topic; ii) titles appeared 
easy to interpret by a broad audience; iii) performance indicators contained within 
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each sub-dimension were both easy to interpret and represented the intended focus 
of the sub-dimension.  
 
 
4.5 Results 
Key themes derived from co-design workshop on the structure of the tool and 
assessment process 
Participants in the co-design workshop reported the following to be important 
characteristics of a useful self-assessment tool: i) it has relevance and usefulness 
across a broad range of settings (i.e. community health, hospitals, primary care, local 
government; ii) it is capable of examining whole of organisation performance iii) it is 
administered in a way that supports cross-team and cross-system conversations and 
action; iv) it generates quantitative and qualitative information that allows for 
identification of strengths and weaknesses; v) it is accompanied by instructions and 
guidelines as well as supporting resources and templates; vi) it is logically structured 
and divided into modules which are well defined and explained; and vii) it can be 
undertaken in a timely manner, without the support of external facilitators.  
 
Development of the Assessment Process  
Based on the key themes derived from the co-design workshop and a review of 
existing self-assessment tools and processes, a multi-stage, group based assessment 
process for implementing the Org-HLR Tool was determined to be the most 
appropriate. Consequently, the assessment process was designed to be completed 
by organisations through a series of facilitated, multidisciplinary workshops. The 
proposed process was structured according to the Org-HLR Tool; i) reflection; ii) self-
rating; and iii) priority setting.    
 
Part 1: Reflection activity   
The reflection activity, conducted over approximately 60-90 minutes, encourages 
reflection and discussion about health literacy concepts, the specific health literacy 
needs of clients and communities, and the organisation’s role in responding to them. 
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It provides an opportunity to orientate members of the organisation to the 
assessment process and prepare them for the subsequent self-rating and priority 
setting tasks.  
 
Part 2: Self-rating activity  
The self-rating activity, conducted over approximately three to four hours, enables 
organisations to assess their health literacy responsiveness against a set of 
performance criteria, as well as identify specific strengths and weaknesses in 
organisational capability and performance.  
 
Part 3: Priority setting activity:  
The priority setting activity, conducted over approximately two to three hours, 
supports organisations to prioritise actions and improvement activities based on the 
areas of weakness identified in the self-rating activity.  
 
Development of the structure and content of the self-assessment tool  
The proposed self-assessment tool was divided into three parts, to correspond with 
the three assessment activities. This was complemented by a user-guide, which 
provided definitions, instructions and recommendations for undertaking the 
assessment process, as well as templates to support organisations to document the 
results and outputs of their assessment activities (User-Guide provided at Additional 
File 3).  
 
Reflection Tool   
The reflection tool provided a set of questions for guiding reflection and group 
discussion about health literacy concepts and the specific health literacy needs of 
the organisation’s clients and communities. The proposed questions were:  
i) How well do we currently understand the concepts of health literacy 
and health literacy responsiveness?  
ii) How well do we currently understand the relationship between 
health literacy, health literacy responsiveness and consumer 
experiences and health outcomes?  
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iii) How well do we currently understand and promote equity, diversity 
and consumer-centred care?  
iv) To what extent do we understand and acknowledge our role in 
making it easy for consumers and the broader community to access 
the information, programs and services we provide?  
v) To what extent do we respond effectively to the needs of community 
members that experience barriers (for example due to financial 
circumstances, disability, mobility constraints, culture, language, low 
literacy, distance) to accessing support?  
 
These questions were presented as a guide and organisations are encouraged to 
adapt the questions to their context.  
 
Self-rating tool 
The self-rating tool was divided into seven assessment dimensions, each of which is 
made up of 1-5 sub-dimensions (24 in total), and 135 performance indicators, as 
shown in Table 1.  
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Table 1: Assessment dimensions, sub-dimensions and number of performance 
indicators (PI) of the Org-HLR Self-Rating Tool 
Assessment 
dimensions 
Sub-dimensions  Number 
of 
Indicators 
1. External policy and 
funding environment 
1.1 External policy and funding environment  4 
2.1 Financial management  3 
2.2 Leadership and commitment 4 
2.3 Health literacy is an organisational priority 4 
2.4 Equity and diversity focused 4 
2.5 Consumer-centred philosophy 3 
3.1 Undertaking data collection and 
community needs identification  
9 
3.2 Undertaking performance monitoring & 
evaluation  
5 
3.3 Undertaking service planning & quality 
improvement 
7 
3.4 Communication systems and processes  8 
3.5 Internal policies and procedures 6 
4.1 Providing an appropriate service 
environment 
3 
4.2 Supporting initial entry and ongoing 
access to services and programs 
8 
4.3 Providing outreach services 3 
5.1 Undertaking community consultation and 
enabling consumer participation  
8 
5.2 Partnerships with other organisations 6 
6.1 Communication principles/standards 10 
6.2 Providing health information 6 
6.3 Using media and technology 5 
6.4 Providing health education programs 3 
7.1 Recruiting and appropriate workforce  4 
7.2 Providing supportive working 
environments  
3 
7.3 Providing practice tools and resources 8 
7.4 Providing ongoing professional 
development 
11 
 
In order to encourage discussion about organisational strengths and weaknesses, a 
global scoring system was derived. This scoring, applied at the sub-dimension level 
was regarded as more useful than at the individual performance indicator level. A 
truncated version of the self-rating tool is provided at Additional File 4, which shows 
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two exemplar performance indicators for each sub-dimension of the tool. The 
descriptors for the five rating levels of the self-rating tool are described in Table 2. 
 
Table 2: Scale descriptors for the Org-HLR Self-Rating Tool  
Rating  Descriptor  
1 There is no evidence that this occurs, and there is no support/commitment 
internally for undertaking work in this area.  
2 There is no evidence that this occurs, but the organisation has made a 
commitment to it and planning has commenced.  
3 There is evidence that this occurs sporadically across some parts of the 
organisation, but it is undertaken inconsistently and significant 
improvements are required. 
4 There is evidence that this occurs consistently across most parts of the 
organisation, but improvements are required to embed it into 
organisational systems and processes.  
5 This is routine practice, is undertaken consistently across all areas of the 
organisation, and has been embedded into organisational systems and 
processes. 
 
A template was provided for recording the identified strengths and weaknesses at 
the end of each assessment dimension. The data recorded in the template is utilised 
to populate the priority setting tool template and prepare for/inform discussions 
during the priority setting stage of the assessment process. 
 
Priority setting tool 
The priority-setting tool provided a set of questions to guide a discussion on the 
organisation’s strengths and weaknesses. The proposed questions were:  
I. What do we currently do well to support the health literacy needs of 
consumers and the community?  
II. What could we do better to support the health literacy needs of consumers 
and the community?  
III. What system/process/practice improvements need to occur within the 
organisation to strengthen our responsiveness to the health literacy needs of 
consumers and the community?  
IV. Do we currently have the available expertise, capacity and system capability 
to implement the required improvements?  
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After discussing and rating organisational performance using the questionnaire, 
Participants are then prompted to generate a list of actions that need to be 
implemented to improve their performance against the seven assessment 
dimensions (based on the examples recorded during the self-rating activity). A 
template is provided for participants to rate the level of importance of the actions 
they identify and the level of resourcing required to implement them. The criteria for 
rating the priority level were:  
1) This requires immediate action, as this is very likely to have significant 
impact on our overall performance, and prevents us from making 
improvements in many other areas (highest);  
2) This requires action, as it may have a significant impact on our overall 
performance and prevents us from making improvements in some other 
areas; and  
3) This requires gradual action, as it is not likely to have a significant impact 
on our overall performance and does not prevent us from making 
improvements in other areas (lowest).  
 
The proposed criteria for recording the resourcing required are:  
1) Can be achieved with existing resources;  
2) Requires additional staff resources;  
3) Requires additional financial resources; and  
4) Requires additional staff and financial resources.  
 
4.6 Discussion  
We sought to develop a self-assessment tool and process that enables organisations 
to identify their health literacy responsiveness strengths and limitations, and then 
prioritise and plan health literacy-related system improvement activities. We derived 
the Org-HLR Self-Assessment Tool and process through co-design processes with a 
wide range of professionals working in the health and social services sectors, in 
order to ensure its relevance and utility within these sectors in Australia. 
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Consequently, the Org-HLR Tool is comprised of seven assessment dimensions, 24 
sub-dimensions (impact areas) and 135 performance indicators, and supported by a 
comprehensive assessment process, including reflection, self-rating and priority 
setting activities.  
 
Ford & Evans (Ford & Evans 2002) propose five key characteristics that influence the 
effectiveness and suitability of a self-assessment tool within a given context: i) 
conceptual domain; ii) concreteness; iii) diagnostic guidance; iv) affiliation (has been 
developed by a credible and respected institution); and v) validity. The development 
of the Org-HLR Tool ensured that it has strengths across each of these 
characteristics. Firstly, the tool was derived from a conceptual framework comprised 
of the elements of a health literacy responsive organisation, therefore its conceptual 
scope aligns specifically with the requisite assessment areas and overall objectives of 
a health literacy responsiveness self-assessment. The tool demonstrates 
concreteness insofar as it has a specific focus on a priori elements of a health literacy 
responsive organisation and uses concepts, language and terminology that reflect 
the context and experiences of the intended users. It is accompanied by instructions 
and templates that seek to increase the utility of the tool by managers and 
practitioners without the support of external experts or facilitators. The tool intends 
to provide sound diagnostic guidance by supporting the identification of 
organisational strengths and limitations, with an emphasis on “actionable 
improvement opportunities”. Finally, the Org- HLR was developed using a 
participatory approach involving a wide range of health and social service 
organisations with clearly defined co-design methodology. All of the above elements 
support credibility and face validity with intended users.  
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The Org-HLR Tool is comprised of assessment dimensions and a comprehensive set 
of sub-dimensions that provide clear guidance for improving organisational 
performance. In line with principles of best practice for developing quality indicators, 
the tool is comprised of performance dimensions that are definable, measurable, 
and actionable, and contains both structural and process focused assessment items. 
The empirical development of the assessment dimensions in collaboration with a 
wide range of professionals is likely to ensure it has validity and utility across a range 
of health and social service contexts, including community  
health, women’s health, hospitals, primary care services, local governments and 
other peak bodies and not-for-profit organisations.  
 
The Org-HLR Tool differs from other health literacy self-assessment tools, in that it is 
incorporated into a comprehensive assessment process. We expect the proposed 
assessment process will maximise the utility and effectiveness of the Org-HLR Tool in 
a number of ways. Firstly, completion of the self-assessment process using group 
based workshops will enable participation by a diverse range of staff, thereby 
supporting cross- organisational learning, collaborative ‘diagnosis’ and inclusive 
decision-making (Anderson 2012). This is likely to increase staff engagement in the 
improvement activities that flow from the self-assessment process. The use of 
qualitative and quantitative data collection methods will enable organisational 
benchmarking, monitoring and evaluation of improvements over time (Blazey 1998; 
Ford 2001). The priority-setting tool will encourage organisations to move beyond 
the problem identification stage, by incorporating the outputs of the assessment 
process into organisational planning and implementation activities (Ritchie & Dale 
2000).  
 
Although the Org-HLR Self-Assessment Tool was developed within and for use by 
organisations in the Australian context, it is likely to have utility in healthcare 
settings in other countries. In particular, countries with universal healthcare 
coverage, where the delivery of health services and programs is a shared 
responsibility of national and provincial governments, and where there is a mix of 
publicly and privately funded health and social care services may find the Org-HLR  
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Tool and assessment process useful. The Org-HLR Tool and assessment process will 
need to be tested in Australia, as in other countries to determine the applicability 
and comprehensibility of the assessment dimensions, and the feasibility of the 
assessment process.  
 
4.7 Conclusions  
We developed the Org-HLR Tool and assessment process to address a gap in the 
availability and suitability of tools to support organisations to assess their health 
literacy responsiveness strengths and limitations, and prioritise and plan their quality 
improvement activities. The tool is likely to be relevant for a broad range of 
organisations across the health and social service sectors. The tool is currently in the 
field for further testing of its utility and acceptability in a range of health and social 
service organisations across Victoria, Australia. This will allow us to identify the 
improvements and adaptations required to enhance its utility across these settings.  
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4.10 Chapter 4 Supplementary Files 
File Name: Additional File 1  
Title of data:  Manuscript - Development of the Organisational Health Literacy 
Responsiveness (Org-HLR) Framework in Collaboration with Health and Social 
Services Professionals 
Description of data: This file is a copy of the manuscript submitted to BMC Health 
Services Research. It provides context to this manuscript but at the time of 
submission was still under review with BMC Health Services Research.  
Location: Refer to Chapter 3  
 
File Name: Additional File 2 
Title of data: Characteristics of tools used in the co-design workshop  
Description of data: This file provides a summary of the characteristics of the tools 
used during a co-design workshop with health and social service professionals, to 
inform the development of a self-assessment tool and process.  
Location:  Refer to Appendix 4.1 
 
File Name: Additional File 3 
Title of data: The Organisational Health Literacy Responsiveness (Org-HLR)  
Self-Assessment Guide Pilot Version 
Description of data: This file provides the Org-HLR Self-Assessment Guide, which 
contains the Org-HLR Tools and templates developed in this study. 
Location:  Refer to Appendix 4.2 
 
File Name: Additional File 4 
Title of data: Org-HLR Self-Rating Tool (Truncated Version) 
Description of data: This file provides a truncated version of the self-rating tool, 
containing two exemplar performance indicators for each sub-dimension of the Org-
HLR Tool. 
Location:  Refer to Appendix 4.3 
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Chapter 5: Field-Testing and Refinement of The 
Organisational Health Literacy Responsiveness 
Self-Assessment (Org-HLR) Tool and Process 
 
This chapter addresses the third aim of the thesis, which was to field-test the Org-
HLR Tool and process in order to determine their utility in supporting organisations 
to assess their health literacy responsiveness, and plan their improvement activities.  
  
A manuscript for this study has been submitted and is currently under review by 
BMC Health Services Research. The manuscript details are:  
Trezona, A., Dodson, S., Fitzsimon, E., LaMontagne, A.D., & Osborne, R.H. (2017) 
Field-testing and refinement of the Organisational Health Literacy 
Responsiveness Self-Assessment (Org-HLR) Tool and Process, BMC Health 
Services Research (Under review). 
 
Chapter four described the development of the Org-HLR Tool and assessment 
process, which was designed to support organisations to assess their health literacy 
responsiveness strengths and limitations, and plan their quality improvement 
activities accordingly. The Org-HLR Tool and process were developed to address the 
limited availability of self-assessment tools for this purpose, as well as limitations 
with the assessment content and administration format of existing tools. 
 
The study presented in this chapter sought to determine the utility of the Org-HLR in 
supporting organisations to assess their health literacy responsiveness and plan their 
health literacy related improvement activities. Specifically, the study sought to: i) 
determine the applicability and comprehensibility of the tool content (assessment 
dimensions, sub-dimensions and performance indicators); ii) to identify the key 
strengths, limitations and benefits of the tool and process; and iii) to identify for 
future users, any improvements required to enhance the utility and effectiveness of 
the tool and process.  
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5.2 Abstract  
 
Introduction:  
Health literacy refers to the skills and knowledge that influence a person’s ability to 
access, understand and use information to make health related decisions. The skills 
and knowledge people need are likely to depend on the complexity of their health 
needs and the demands health services place on them. Health and social service 
organisations can empower their clients and populations by ensuring they respond 
effectively to their health literacy needs. The aim of this study was to field-test the 
Org-HLR Self-Assessment Tool to determine its utility in assessing health literacy 
responsiveness and planning health literacy related improvement activities.  
 
Methods: 
Four disparate health and social care organisations in Victoria, Australia, field-tested 
the Org-HLR Tool. Data were collected through direct observation, participant 
feedback and focus groups. 43 individuals participated in field-testing activities and 
20 took part in focus group meetings.  Prominent and relevant themes relating to 
the applicability and utility of the Org-HLR Self-Assessment Tool and process were 
identified. 
 
Results: 
Overall, the assessment dimensions, sub-dimensions and performance indicators of 
the Org-HLR Tool were perceived as comprehensive, meaningful and appropriate. 
Field-testing resulted in refinements to the tool and process. Improvements were 
made to the rating criteria and descriptions within the tool, and more detailed 
instructions were incorporated to support the assessment process. Of the 135 
original performance indicators, 28 were removed, 29 were rephrased to improve 
their clarity and four new indicators were added. The revised Org-HLR Self-
Assessment Tool contains 6 dimensions, 22 sub-dimensions and 110 performance 
indicators. The Org-HLR tool and process were perceived as useful for assessing 
health literacy responsiveness, prioritising improvement activities, and establishing a 
benchmark for monitoring and evaluation of improvements over time.  
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Conclusions: 
The Org-HLR Self-Assessment Tool was developed to support organisations to assess 
and improve their health literacy responsiveness. The testing with disparate 
organisations generated an improved Org-HLR Tool and assessment process, which is 
likely to have utility across a broad range of health and social service sector 
organisations. 
 
5.3 Introduction  
Health literacy has been defined as “the cognitive and social skills which determine 
the motivation and ability of individuals to gain access to, understand and use 
information in ways which promote and maintain good health” (Nutbeam 1998). 
People with low health literacy may have less knowledge about their health 
conditions and treatments, poorer overall health status, and higher rates of 
hospitalisation than the general population (Herndon et al. 2011; Jessup et al. 2017; 
Tokuda et al. 2009; Wolf et al. 2005). Low health literacy may also impact an 
individual’s ability to participate in decision-making, follow care recommendations, 
implement health-promoting behaviours, and engage with preventative health 
services (Institute of Medicine 2004; Ishikawa & Yano 2008; van der Heide et al. 
2014).  
 
The health literacy skills and abilities required by individuals to interact effectively 
with health services are likely to depend on the complexity of those services, and the 
demands they place on people (Koh et al. 2013; Pleasant et al. 2013). Health systems 
are complex and health organisations may be structured and operate in ways that 
make it difficult for people to access and engage with information and care. The 
interaction between an individual’s health literacy capabilities and the complexity of 
health systems is now widely acknowledged, and increasingly public health  
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professionals, researchers and policy makers are advocating that organisations 
increase their responsiveness through system, process and practice improvements 
(Brach et al. 2012; DeWalt & McNeill 2013; Koh et al. 2013; World Health 
Organization Regional Office for Europe 2013).  
 
Health literacy responsiveness has been defined as “the provision of services, 
programs and information in ways that promote equitable access and engagement, 
that meet the diverse health literacy needs and preferences of individuals, families 
and communities, and that support people to participate in decisions regarding their 
health and social wellbeing”(Trezona et al. 2017a). Trezona et.al describe the 
characteristics of a health literacy responsive organisation, which include a culture 
that promotes equity and inclusiveness, effective leadership and management, 
robust data collection, monitoring and communications systems and processes, 
effective communication practices, a commitment to building workforce capability, 
and a commitment to engaging meaningfully with the communities they serve and 
other health and social service sector organisations (Trezona et al. 2017a).  
 
Improving health literacy responsiveness is concerned with improving the functions 
and performance of health and social care organisations to ensure they deliver 
effective, high quality, person-centred services and programs. Organisational self- 
assessments can be useful for improving performance and effectiveness by 
supporting benchmarking and monitoring, guiding continuous quality improvement 
activities, and promoting organisational learning (Ritchie & Dale 2000). They are 
increasingly being utilised to guide organisational ‘diagnosis’ and needs identification 
processes, and facilitate goal setting and quality improvement planning (Ford 2001; 
Fountain 1998; Miller et al. 2003).  
 
The Org-HLR Tool and assessment process were developed to support organisations 
to assess their health literacy responsiveness, and prioritise and plan quality 
improvement activities (Trezona et al. 2017b) [submitted manuscript provided at 
Additional File 1]. The Org-HLR Tool is divided into three parts: i) reflection; ii) self- 
rating; and iii) priority-setting. The associated assessment process involves a series of 
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cross-team or multidisciplinary workshops. An initial reflection workshop encourages 
group discussion about health literacy concepts, the specific health literacy needs of 
clients and communities, and the role of organisations in responding to these needs. 
A second self-rating workshop enables organisations to rate their health literacy 
responsiveness against a set of assessment criteria and performance indicators. The 
final priority-setting workshop supports organisations to prioritise their 
improvement activities based on the weaknesses they identify in the self-rating 
workshop.  
 
We developed the Org-HLR Tool and assessment process to address the limited 
availability of health literacy responsiveness self-assessment tools, as well as 
limitations with the assessment content and administration format of existing tools. 
The aim of this study was to field-test the Org-HLR Self-Assessment Tool and process 
to determine their utility in supporting organisations to assess health literacy 
responsiveness and plan health literacy related improvement activities. Specifically, 
the study sought to: 1) determine the applicability and comprehensibility of the tool 
content (assessment dimensions, sub-dimensions and performance indicators); 2) to 
identify the key strengths, limitations and benefits of the tool and process; and 3) to 
identify the improvements required to enhance the utility and effectiveness of the 
tool and process for future users.  
 
5.4 Methods  
This study involved implementing the Org-HLR across four disparate health and 
social service sector organisations in Victoria, Australia, during which data was 
collected using direct observation, participant feedback, and focus group meetings. 
These data were used to determine the utility of the Org-HLR Tool and assessment 
process and to identify areas for improvement.  
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Study sites and participants  
Expressions of interest to participate were sought from health and social service 
sector organisations based in the north and west metropolitan regions of 
Melbourne, Australia. An email invitation was sent to the member organisations 
(N=40) of a metropolitan Primary Care Partnership. Primary Care Partnerships are 
voluntary alliances of health and human service organisations, which work together 
to improve access to, and coordination of services (Department of Health and 
Human Services 2015). The invitation contained information on the aims, objectives 
and activities, as well as an application form to participate in the study. To be 
eligible, organisations had to meet three criteria: i) relevance - demonstrated 
alignment of the study with existing health literacy priorities; ii) capacity - staff 
availability to undertake the assessment process within the defined timeframes and 
a dedicated staff member to coordinate study activities in consultation with the 
research team; and iii) authorisation - participation in the study authorised by a 
senior manager. Four organisations submitted an expression of interest and were 
selected to participate in the study (See Table 1). A total of 43 individuals 
participated in field-testing activities, including managers, clinical staff, community 
development workers, health promotion practitioners, and administrative staff.  
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Table 1: Description of study sites  
Site  Number 
of 
service 
locations 
Number 
of 
staff* 
Number of 
service users 
Types of services delivered  
Site #1 
Large 
community 
health 
service  
> 40 > 850 > 110,000 
service users 
Medical services 
Dental services 
Allied health services 
Mental health services Aged 
and disability services  
Refugee health services 
Counselling services  
Specialist health services 
Health promotion 
Chronic disease programs 
Site #2 
Large 
public 
hospital  
2 > 6,500 > 85,000 
admissions 
per year 
Acute medical services  
Specialist medical services 
Surgical services  
Rehabilitation services 
Aged care services 
Outpatient services 
Community programs 
Site #3  
Medium 
community 
health 
service 
4 > 240  
 
> 5,900 
service users 
Allied health  
Dental services 
Medical services 
Counselling services 
Alcohol & drug services 
Youth services  
Child & family services Aged & 
disability services 
Refugee health services 
Health promotion  
Chronic disease programs 
Site #4  
State wide 
Not For 
Profit 
(social 
service) 
1 110 Approximately 
5,000 client 
interactions 
per year.  
Advisory Line 
Counselling 
Education Services 
Respite Programs (Aged, 
Disability, Mental Health, Older 
Families and Young Carers) 
Policy and Research 
Support Groups 
Workplace Training and 
Solutions 
* Includes volunteers 
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Procedure and materials 
Initial project meetings were held with participating sites in June 2016 to plan the 
field-testing activities. The sites were introduced to the Org-HLR Self-Assessment 
Tool and process, and the steps and time commitment involved in undertaking the 
assessment were explained. The site teams were provided with an opportunity to 
ask questions about the Org-HLR Self-Assessment Tool and process, and each site 
negotiated an approach for implementing the assessment process at their site [See 
Additional File 2 for full detail of assessment process]. 
 
The self-assessment workshops were conducted between July and October 2016. 
Workshops were prepared and facilitated by the research team, in which 
discussions, decisions and ratings were recorded using the Org-HLR Self-Assessment 
Tool templates. The research team also developed assessment reports for each site 
to inform their future planning and evaluation activities.   
 
Data collection 
Data were collected through direct observation and field notes, participant feedback 
(verbal and email), and focus group meetings. These data were organised according 
to the following categories: i) assessment process; ii) tool content; iii) rating system; 
iv) terminology and language; and v) general comments. Specific feedback provided 
by participants during and between workshops was recorded in a separate log, and 
also categorised as above. A log of the content issues identified by the research team 
was also maintained. 
 
Four focus group meetings (one per site) were conducted at the end of the field-
testing period. The meetings involved a structured discussion on participants’ 
perceptions of the Org-HLR Self-Assessment Tool and process: 
1. How applicable and comprehensible was the content of the Org-HLR Tool? 
2. What were the benefits of undertaking the assessment? 
3. What were the key strengths of the Org-HLR Tool and assessment process? 
4. What were the key limitations of the Org-HLR Tool and assessment process? 
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5. How can the Org-HLR Tool and assessment process be improved? 
 
All focus group meetings were conducted over 45-60 minutes. They were audio 
recorded and transcribed verbatim. The transcripts were provided to participants to 
confirm the accuracy of the data. The data were then consolidated so that only the 
substantive information from the discussions was retained. 
 
Data analysis  
A general inductive approach to data analysis was applied (Thomas 2006). The 
analysis was guided by the research aims, and themes were derived through an 
inductive coding process. Collected data were then cleaned, condensed and collated, 
categorised into the high order themes (codes) that were identified in the raw data 
by one researcher (AT). A second round of analysis was undertaken to identify a 
second order of themes for the coding framework. Two researchers (EF, RHO) tested 
the coding framework and the accuracy of the coding process by examining portions 
of the raw data against the codes. After confirming the final coding framework 
(comprised of 12 high order categories and 58 codes), it was applied to the whole 
data set again in a third and final round of analysis, in which the most prominent and 
relevant themes relating to the applicability and utility of the Org-HLR Self- 
Assessment Tool and process were identified.  
 
Ethics Approval  
This study was approved by the Deakin University Human Research Ethics 
Committee (Study ID: 2012-295). Written informed consent was obtained from a 
manager at each organisation to participate in the field-testing activities, and from 
individuals who participated in the focus group meetings.  
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5.5 Results  
Initial orientation to the Org-HLR assessment process and selected approach across 
participating sites 
While the Org-HLR Self-Assessment process was expected to be implemented in 
three parts; i) Reflection activity ii) Self-rating activity iii) Priority-setting activity, in 
order to meet the specific needs of some organisations, minor modifications were 
necessary. For example, some sites already had a health literacy action plan in place, 
they did not perceive a need to undertake the priority-setting activity. The approach 
to the assessment for each site is described in Table 2. Providing this flexibility 
allowed testing the adaptability of the Org-HLR Self-Assessment Tool and process 
during the field-testing period. Importantly, all sites completed the self-rating 
activity, therefore were exposed to all Org-HLR Tool assessment dimensions and 
performance indicators. All four sites opted not to use the External policy and 
funding environment dimension, as they deemed this to be outside their sphere of 
influence. 
 
Table 2: Details of the Org-HLR assessment process implemented at each site 
Site Rationale for 
participating  
Approach to 
assessment 
Participants 
Site #1 
Large 
community 
health 
service 
To establish a 
baseline of current 
organisational 
practice and 
performance. A 
follow-up assessment 
to be completed in 
two years to 
determine progress. 
Health Literacy Action 
Plan already in place - 
opted not to 
undertake the 
reflection and priority 
setting activities.  
 
Two self-rating 
workshops (2 hours 
each) were delivered.  
 
The first covered 
assessment 
dimensions 4, 5 and 6. 
The second covered 
assessment 
dimensions 2, 3 and 7.  
 
A group of 
practitioners 
(N=9) from 
various teams 
participated in 
the first 
workshop 
 
A group of 
managers/senior 
managers (N=3) 
participated in 
the second 
workshop. 
  
Site #2 To establish a Due to time Practitioners and 
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Large 
public 
hospital 
baseline of current 
organisational 
practice and 
performance, and 
identify and prioritise 
actions for 
implementation. 
constraints, the 
organisation opted 
not to undertake the 
reflection and priority 
setting activities. 
 
Two self-rating 
workshops (1-2 hours 
each) were delivered. 
 
managers (N=11) 
from various 
disciplines from 
the medical 
department 
participated in 
the workshops. 
Site #3 
Medium 
community 
health 
service  
To identify gaps in 
health literacy work 
undertaken to date, 
identify and prioritise 
new actions for the 
future and engage 
staff from across a 
wider range of teams 
in the planning and 
implementation of 
health literacy 
activities. 
Implemented the Org-
HLR process in full.  
 
A combined reflection 
and self-rating 
workshop (4 hours) 
and a priority setting 
workshop (2 hours) 
were delivered.  
Practitioners and 
managers (N=13) 
from various 
teams across the 
organisation 
participated in 
the whole 
process. 
Site #4 
State wide 
not for 
profit 
(social 
service) 
To increase staff 
awareness of health 
literacy, and increase 
their engagement in 
health literacy 
activities. 
Implemented the Org-
HLR process in full.  
 
Two self-rating 
workshops (3 hours 
each), and a priority-
setting workshop (2 
hours) were 
delivered.  
 
The first self-rating 
workshop 
incorporated 
reflection activity.  
Practitioners and 
staff (N=7) from 
various teams 
across the 
organisation 
participated in 
the whole 
process.  
 
Applicability of the Org-HLR Tool Content  
Overall, participants perceived the assessment dimensions, sub-dimensions and 
performance indicators of the Org-HLR Tool as comprehensive, meaningful and 
appropriate. Participants reported that there were no specific gaps in the 
assessment dimensions, sub-dimensions or performance indicators. They reported 
that all content areas were relevant to the concept of health literacy responsiveness. 
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However, they suggested that it would be more useful to incorporate the External 
policy and funding environment domain into the reflection component of the self-
assessment process.   
 
Some performance indicators were either not well understood by participants or 
required clarification, and some items appeared repetitive. While some items had 
been deemed to contain important distinctions during the development of the Org-
HLR Tool, these distinctions were not obvious to participants during the assessment 
workshops. Examples of items that were not well understood or required 
clarification included ‘Staff are encouraged and supported to accurately 
document/record the number and type of services provided’ and ‘Health literacy is 
viewed as an individual and community asset and right’. The assessment dimension 
Undertaking data collection and community needs identification was an area 
perceived to have repetitive items, in that it contained three items related to 
assessing access barriers. These issues were addressed in the refinement process, 
described later. 
 
Strengths of the Org-HLR Tool and assessment process 
Field-testing revealed a number of strengths of the Org-HLR Tool and assessment 
process (Table 3).  Strengths included that it was informed by empirical research and 
developed in the Australian context, that it was comprehensive and appropriate in 
breadth and scope, and that it was structured into logical and appropriate 
assessment dimensions and sub-dimensions. With regard to the assessment process, 
participants reported two key strengths: i) the facilitated workshop format; and ii) 
the ability to collect quantitative and qualitative information. These strengths 
resulted in the reported benefits of undertaking the assessment process, described 
below.  
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Table 3: Perceived strengths of the Org-HLR Tool and Process 
Strength Description Example quotes 
Evidence-based The Org-HLR Tool was 
informed by empirical 
research and developed 
in the Australian context. 
“Staff value and appreciate the 
evidence base that the work has 
come from”. 
 
Appropriate 
scope and 
breadth 
The scope and breadth of 
the Org-HLR Tool is 
comprehensive and 
appropriate for assessing 
whole of organisation 
health literacy 
responsiveness.  
“It needs to be broad… If you’re 
looking at a whole of organisation 
approach to something, you do have 
to have a broad assessment”. 
Logically 
structured 
The Org-HLR Tool is 
logically and 
appropriately structured 
into relevant assessment 
dimensions and sub-
dimensions.   
“The way it has been broken down 
into the different domains of 
leadership and culture, and 
workforce… I found that really 
helpful… it is good to break it down 
into those subsections, otherwise it 
can be overwhelming”. 
Facilitated 
workshop format 
(conversation-
based). 
The workshops format 
encourages participation 
from a broad range of 
people, which enables 
cross-team 
conversations, 
collaboration, team 
building and knowledge 
exchange 
“It was good to have people from 
different parts of the organisation… 
Having that diversity [of staff 
representation] is really useful…” 
 
“There was something different 
about this process. What I liked 
about this process that was different 
was the conversational component… 
There was that thing of really 
hearing [other] experiences”. 
Generates both 
quantitative and 
qualitative data  
The use of a quantitative 
rating system supports 
the identification of 
strengths and limitations, 
as well as benchmarking 
and monitoring of 
improvements over time.  
 
The qualitative 
component supports the 
documentation of 
examples that may 
inform planning.  
“I think the item level [rating] is 
important because it can drive some 
of that conversation around what 
our weaknesses and strengths are” 
 
“The other thing I really like about 
the rating is that idea of being able 
to go back and do it again and see 
change”. 
 
“Examples are good. Getting people 
to think about, reflect on examples 
and jot them down, and sharing that 
is useful”. 
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Benefits of undertaking the Org-HLR assessment process  
Participants in the field-testing activities reported that the Org-HLR assessment 
process provided a number of benefits at both the individual staff member and 
organisational level (Table 4). These included informing strategic and operational 
planning processes, establishing a baseline of organisational performance, which will 
enable monitoring, and evaluation. It also provided an opportunity for knowledge 
exchange between individuals within an organisation, and professional 
development.  
 
Table 4: Perceived benefits of undertaking the Org-HLR assessment process 
Benefit Description  Example Quotes 
Supports 
organisational 
planning processes  
The process informed or 
will inform 
organisational planning 
processes, including 
strategic plans, 
operational plans and 
specific health literacy 
action plans.  
“[To support our] new strategic 
planning process, working out 
where the health literacy work and 
plan sits, who is responsible I think 
this process is making that clearer 
for us”. 
 
Supports evaluation 
and monitoring  
The process was useful 
for establishing a 
baseline of 
organisational 
performance in health 
literacy responsiveness, 
and that this will be used 
to monitor and evaluate 
improvements over 
time.  
“The primary purpose was to 
provide a kind of baseline 
assessment, and a method for 
ongoing assessment… and to 
understand whether we have 
achieved the objectives of our 
health literacy plan” 
Enables cross-team 
collaboration  
The process provided an 
opportunity for, and 
encouraged cross-team 
discussions and 
collaboration on health 
literacy responsiveness 
“Having some forums where there 
is cross-team discussions is the only 
way we break down silos, and I 
think that’s one of the great 
benefits of this exercise”. 
 
“Giving them the opportunity to be 
a part of [this process] is quite 
meaningful in itself. Hopefully it 
gives people a sense that this is 
something that they’re contributing 
to, that they are a part of”. 
Promotes knowledge The process enabled “It’s good to have other people’s 
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exchange  participants to share 
their perspectives on 
organisational 
performance, including 
examples of good 
practices and current 
challenges across their 
disciplines/work areas. 
perspectives because senior 
managers have a broader view of 
what’s happening, but they might 
not actually have the knowledge of 
what happens in practice”. 
 
Promotes awareness 
and understanding of 
health literacy  
The process increased 
staff awareness and 
understanding of health 
literacy and health 
literacy responsiveness, 
including strategies they 
could implement to 
address/improve it. 
“People appreciated being able to 
come together and talk about 
health literacy and get a better 
understanding of what it means”. 
 
Promotes reflection 
and learning 
opportunity 
The process encouraged 
participants to reflect on 
their own practice, as 
well as the practices of 
their organisation. They 
also reported that the 
process provided them 
with an opportunity to 
learn about health 
literacy responsiveness, 
as well as to learn more 
about their organisation. 
“I think that absolutely will make it 
easier for staff to realise it’s not just 
about words, it’s about how I 
behave, the spaces we have, the 
systems and processes [in place]”. 
 
“It does raise your curiosity though, 
reading the different dimensions. 
For me I thought if I don’t know 
about it should I be finding out 
about it”. 
 
Limitations of the Org-HLR Tool and assessment process  
Field-testing also highlighted a number of limitations (Table 5), which informed the 
refinements made as part of this study. The first limitation related to the term health 
literacy itself. Some participants reported that their organisation avoid using the 
term, as it is not understood by staff and is considered jargon. Participants reported 
that the tool was too long and repetitive in some assessment dimensions. Similarly, 
some participants reported that the length of time required to complete the 
assessment process may not be feasible for some organisations, and would exclude 
some staff from participation, particularly clinical staff.  
The most commonly reported limitation of the tool, was the rating system and 
criteria applied in both the self-rating and priority setting activities. Participants 
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reported these to be overly complicated and confusing, and in some cases the 
descriptors did not apply well to the performance indicators. Other limitations 
reported included the potential duplication of other self-assessment processes (such 
as cultural competence and diversity), and an inability to judge performance in areas 
that did not relate to participants’ roles within the organisation (for example, clinical 
staff perceived they could not make judgements about how the organisation makes 
financial decisions). 
 
Table 5: Perceived limitations of the Org-HLR Tool and process  
Limitation  Description Example quotes 
Terminology The term health literacy is 
not used by some 
organisations, as it is not 
well understood by all staff 
and/or they perceive it to 
be jargon and abstract. 
“One of the limitations of the words 
health literacy is that it very much 
points to literacy, to words and 
language, and I think that is its 
biggest handicap as a notion, as a 
concept.” 
 
“We don’t use the terminology 
health literacy, so everyone’s got a 
slightly different take on it or they 
take it very literally as literacy – 
reading and writing skills, rather than 
thinking broader than that”. 
Length of the 
tool 
The Org-HLR tool was too 
long and repetitive in some 
assessment dimensions  
“I did find it a bit drawn out” 
 
“I’d like to see it simplified… from a 
usability point of view I tend to think 
shorter is better”. 
Global rating 
system and 
criteria of self-
rating tool 
The global rating system 
was perceived as confusing, 
complicated and did not 
allow accurate assessment 
of each performance 
indicator.  
 
The rating criteria were also 
perceived as overly 
complicated, and did not 
apply well against some 
assessment areas. 
“I think it is easier for each 
statement to have a rating rather 
than just the overall [sub-dimension] 
rating”. 
 
“Make that a bit clearer around how 
to rate”. 
Criteria of 
priority setting 
The rating criteria for the 
priority-setting tool were 
“We did also talk about the priority 
setting tool rating system being two 
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tool perceived as complicated. pronged – importance versus 
urgency”. 
Duplication 
with other 
self-
assessment 
tools and 
processes 
Participants reported that 
this Org-HLR Tool and 
process overlaps with other 
self-assessment tools and 
quality improvement 
process (e.g. cultural 
competence; accreditation). 
This is may lead to 
duplication of effort, and 
action plans.  
“Another issue is the overlap with 
existing accreditation [processes] 
and existing evaluation tools, and the 
fact that we’ve already been through 
this process and evaluated a whole 
stack of things”. 
 
“The risk there is, if we have action 
plans coming out of a number of 
different self-assessments that are 
looking at the same thing, we end up 
having different people approaching 
the same problem in different ways” 
Time required  Some participants 
perceived the time required 
to complete the assessment 
to be prohibitive. As a 
result, some staff would not 
be able to participate (i.e. 
clinical staff) and that it 
would be difficult to ensure 
consistent representation 
throughout the assessment 
process. 
“At the beginning [of planning the 
assessment] I thought the time 
commitment was going to be a really 
hard ask”. 
Staff roles and 
representation    
Some participants 
perceived that parts of the 
tool were not relevant to 
their role or work area, 
therefore could not make 
an informed judgement 
about organisational 
performance in that area. 
“It assumes, and this is why it’s 
important to have representation 
from across the organisation, that 
we know as individuals what’s going 
on [in other parts of the 
organisation] and we just don’t”. 
 
“I think for it to work here, chunking 
[breaking sections down] by who 
was responsible and their work 
group, rather than health literacy 
titles might make it easier to get it 
done”. 
 
Refinements to the Org-HLR Tool and assessment process  
The field-testing undertaken informed a number of refinements to the Org-HLR Tool 
and assessment process. The first of these relate to the self-rating component of the 
Org-HLR Tool. Of the 135 original performance indicators, 29 were rephrased to 
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improve their clarity; 25 were removed; and four new indicators were added. 
Performance indicators were removed if they duplicated or overlapped with others, 
were too vague to have sufficient meaning for users, or deemed irrelevant [Full list 
of deleted, rephrased and new items at Additional File 3]. The first assessment 
dimension, External policy and funding environment, was removed from the self-
rating tool and incorporated into the reflection tool. The sub-dimensions 7.2 
Providing supportive working environments and 7.3. Providing practice tools and 
resources were merged into one sub-dimension, as they both relate to providing 
support for staff. All assessment dimension and sub-dimension headings were 
reframed as action orientated statements, as participants perceived one word 
headings as vague. For example, the assessment dimension Workforce was 
rephrased to Recruiting, supporting and developing the workforce. A detailed 
description of each assessment dimension was also added to better orientate the 
facilitator and participants to the meaning and intended focus of the assessment 
dimensions. The revised Org-HLR Self-Assessment Tool contains 6 dimensions, 22 
sub-dimensions and 110 performance indicators, as shown in Table 6.  
 
Table 6: Revised Org-HLR Tool assessment dimensions, sub-dimensions and number 
of performance indicators 
Assessment 
Dimensions 
Sub-dimensions Original 
indicators 
Revised 
indicators 
1.1. Allocates financial resources  3 3 
1.2. Demonstrates leadership and 
commitment  
4 5 
1.3. Makes health literacy an 
organisational priority  
4 3 
1.4. Promotes equity and diversity 4 4 
1.5. Fosters a person-centred 
philosophy  
3 3 
2.1. Undertakes data collection and 
community needs identification  
9 7 
2.2. Undertakes performance 
monitoring and evaluation  
5 5 
2.3. Undertakes service planning and 
quality improvement  
7 5 
2.4. Ensures effective communication 
systems and processes are in place 
8 8 
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2.5. Ensures written internal policies 
and procedures are in place 
6 6 
3.1. Provides and appropriate service 
environment  
3 3 
3.2. Supports initial entry and ongoing 
access to services and programs  
8 8 
3.3. Provides outreach services 3 3 
4.1. Undertakes community 
consultation and enables consumer 
participation  
8 6 
4.2. Works in partnership with other 
organisations  
6 5 
5.1. Applies communication principles 
and standards 
10 8 
5.2. Provides health information 
effectively  
6 5 
5.3. Uses media and technology 
effectively 
5 4 
5.4. Provides health education 
programs 
3 3 
6.1. Recruits an appropriate workforce  4 3 
6.2. Provides supportive working 
environments, practice tools and 
resources 
3 + 8* 5 
6.3. Provides ongoing professional 
development  
11 8 
*Originally two separate sub-dimensions  
 
To address the reported difficulty with the rating system, the global rating system 
was removed and the template was modified to allow a rating against each 
performance indicator. The five-point scale was retained, but a ‘not applicable’ 
option was incorporated and the descriptors for the rating levels were simplified. 
Table 7 shows the original and revised rating scales and descriptions.  
 
  
 
 
112 
Table 7: Rating scale and descriptions of the original and revised Org-HLR Tool  
Original 
Rating 
Original rating description Revised 
rating 
Revised rating 
description  
1 There is no evidence that this occurs, 
and there is no support/commitment 
internally for undertaking work in this 
area.  
0 Not at all 
2 There is no evidence that this occurs, 
but the organisation has made a 
commitment to it and planning has 
commenced.  
1 Minimally 
3 There is evidence that this occurs 
sporadically across some parts of the 
organisation, but it is undertaken 
inconsistently and significant 
improvements are required. 
2 Partially 
4 There is evidence that this occurs 
consistently across most parts of the 
organisation, but improvements are 
required to embed it into organisational 
systems and processes.  
3 Substantially 
5 This is routine practice, is undertaken 
consistently across all areas of the 
organisation, and has been embedded 
into organisational systems and 
processes. 
4 Fully 
  N/A Not applicable 
 
 
Based on participant feedback regarding the complexity of the priority-setting tool, 
the rating system and criteria were revised, incorporating three components 
designed to support organisations to prioritise and plan their improvements 
activities; i) level of importance (reflects the level of impact this has on the 
organisation’s performance); ii) level of urgency; iii) resources required (an 
assessment of whether additional human or financial resources are required). The 
rating criteria are shown in the priority-setting tool template provided at Additional 
File 4.  
 
Finally, more detailed instructions were incorporated in the user guide to increase 
the capacity of organisations to undertake the self-assessment process. This included 
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more specific guidance on establishing the assessment team, what to expect when 
undertaking the assessment process, the role of the facilitator, and how to prepare 
for workshops and complete the self-assessment reports. The templates provided 
with the Org-HLR Tool were also refined to better support data collection and 
reporting of the self-assessment results. 
 
5.6 Discussion  
In this study, we field-tested and refined the Org-HLR Self-Assessment Tool and 
process across four organisations who provided substantial evidence that they were 
comprehensive, useful, generated valuable data, and have the potential to initiate 
change in organisations such that they become more responsive to the health 
literacy needs of community members. Specifically, from the perspective of 
participating sites, the Org-HLR tool and process was useful for identifying 
organisational strengths and weaknesses in health literacy responsiveness, and for 
prioritising improvement activities. In addition, it was useful for informing 
organisational level strategic and operational planning processes, and program level 
and team based planning. It was also useful for benchmarking organisational 
performance relating to health literacy responsiveness, and will therefore enable 
monitoring and evaluation of performance and improvements over time.  
 
While the tool and process was developed to support organisational diagnosis and 
needs assessment, they are likely to provide additional benefits relating to 
organisational learning and professional development. Participants consistently 
reported that participating in the assessment process facilitated cross-team 
knowledge exchange and collaboration, and increased their knowledge and 
understanding of health literacy and health literacy responsiveness.  
 
Specific recommendations for improvements by participants were incorporated into 
an improved version of the Org-HLR Tool and process. Three key improvements to 
enhance the utility of the tool were; i) removal of the External policy and funding 
environment assessment dimension from the self-rating component of the tool, 
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instead incorporating it into the reflection activity; ii) simplified the rating systems 
and criteria; and iii) developed more detailed instructions within the Org-HLR User 
Guide.  
 
While participants did not perceive the External policy and funding environment 
assessment dimension to be relevant for self-assessment, they acknowledged it to 
be a key enabler of organisational health literacy responsiveness, confirming the 
views of participants involved in the development of the Org-HLR (Trezona et al. 
2017a). Incorporating a discussion on this into the reflection activity maintains an 
emphasis on the need for organisations to be supported by and aware of the policy 
and funding environment. However, this places the discussion within the broader 
context of organisational readiness, and potential drivers of organisational practice 
and performance.  
 
A key strength of our approach to field-testing the Org-HLR was the immersion of 
the research team in the assessment. This approach to field-testing is consistent with 
integrated knowledge translation (IKT) approaches. IKT is defined as “an ongoing 
relationship between researchers and research users for the purpose of 
collaboratively engaging in a mutually beneficial research project to support 
decision-making” (Gagliardi & Dobrow 2016). More simply, it refers to the 
collaboration between researchers and research users to co-produce knowledge, 
and is a method that has been applied in health care settings to generate knowledge 
for optimising health care delivery systems and health system performance 
(Gagliardi et al. 2016). 
 
Immersion of the research team enabled direct observation of the strengths and 
limitations of the Org-HLR Tool and process, the collection of feedback in real time, 
and continuous quality improvements to the tool and process throughout the field-
testing period. It was particularly useful for determining the applicability and 
comprehensibility of the tool content, as the specific terms and concepts that were 
difficult for participants to understand, or that were not relevant were readily 
apparent. In addition, the collaborative (or IKT) processes utilised in this study are 
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likely to increase the uptake of the evidence generated into policy and practice, and 
enhance the knowledge and capability of participants to implement health literacy 
related change activities into the future.  
  
That said, involving the research team as facilitators in the assessment process 
across every site was also a limitation of this study, as it removed the opportunity to 
test the usability of the Org-HLR Tool and assessment process with novice users. In 
order to be effective, self-assessment tools must be usable without the involvement 
of external facilitators or experts (Ford & Evans 2002). We expect the revised version 
of the Org-HLR tool and process will be feasible to administer by novice users, given 
many of the issues described by participants have been addressed and a detailed 
user-guide developed. Other limitations of this study include the small number of 
sites involved in field-testing activities, and the limited number of 
organisation/sector types represented. For these reasons, further field- testing of 
the Org-HLR Tool and process across a broader range of settings, and without 
external support would be beneficial.  
 
Considerations for future users  
A number of factors are likely to enhance successful implementation of the 
assessment process by future users. Firstly, an adequate level of organisational 
readiness to undertake the self-assessment process, and commitment to 
implementing system, process and practice improvements are essential. An 
important issue that emerged through this study was the variability in acceptance 
and use of the term health literacy, and the varying ways in which health literacy is 
defined and understood. By undertaking organisational awareness raising activities 
about health literacy definitions and concepts prior to completing the self- 
assessment process, staff will be better equipped to judge the extent to which 
organisations demonstrate health literacy responsiveness across the broad range of 
assessment dimensions and performance areas described in the Org-HLR Tool. This 
should include a discussion about the range of health literacy related concepts such 
as consumer participation, person-centred care, cultural competence, access, equity 
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and diversity (Alper 2016; Australian Commission on Safety and Quality in Health 
Care 2014; Batterham et al. 2016; Levesque et al. 2013; Lie et al. 2012) all of which 
are described in the Org-HLR User Guide (available from the authors).  
 
Organisations will need to ensure they allocate adequate time and resources to the 
assessment process in order to produce meaningful results that can guide 
improvement activities. The assessment process will be enhanced by ensuring a 
broad range of staff are involved in the assessment workshops, including managers, 
practitioners, administration, quality assurance and facilities staff, to ensure that the 
collective knowledge of the assessment group allows all assessment dimensions to 
be judged confidently. Finally, consistent with any organisational improvement 
initiative, careful consideration should be afforded to selecting an appropriate 
facilitator, as they play a critical role in preparing and managing the assessment 
process, including the development of assessment reports. The facilitator should be 
selected on the basis that they have the skills to undertake these activities, as well as 
an ability to provide a safe and inclusive environment in which all staff have the 
opportunity to contribute to the discussions. A knowledge of health literacy, health 
literacy responsiveness and related concepts may also be an advantage.  
 
Finally, the Org-HLR Tool and process may be utilised to complement or enhance 
organisational accreditation processes, and other related self-assessment processes 
such as cultural competence, gender equity and diversity assessments. This can be 
achieved by identifying and focusing on the assessment dimensions, sub-dimensions 
and performance indicators that build on, rather than duplicate existing processes.  
 
5.7 Conclusions  
The Org-HLR Self-Assessment Tool and process were developed through robust, 
participatory processes to guide the development of health literacy responsiveness 
in the Australian context. While field-tested generated several improvements, the 
tool and process were found to have utility in assessing health literacy 
responsiveness and planning improvement activities. The revised version of the Org- 
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HLR Tool is now available for use by organisations wanting to improve their health 
literacy responsiveness. We expect it will have utility across a broad range of health 
and social service sector organisations, including community health, hospitals, 
women’s health, primary care, local governments and other peak bodies and not-
for- profit organisations, however further testing and tailoring of the tool and 
process in other settings is warranted.  
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5.10 Chapter 5 Supplementary Files 
 
File Name: Additional File 1  
Title of data:  Manuscript - Development of the Organisational Health Literacy 
Responsiveness (Org-HLR) Self-Assessment Tool and Process  
Description of data: This file is a copy of the manuscript submitted to BMC Health 
Services Research. It provides context to this manuscript but at the time of 
submission was still under review therefore could not be cited. 
Location: Refer to Chapter 4 
 
File Name: Additional File 2 
Title of data: The Org-HLR Self-Assessment Process 
Description of data: This file outlines the steps involved in the standard Org-HLR 
Self-Assessment Process.  
Location:  Refer to Appendix 5.1 
 
File Name: Additional File 3 
Title of data: Org-HLR Self-Rating Tool Modifications  
Description of data: This file provides a list of deleted, rephrased and new items in 
the Org-HLR Self-Rating Tool as a result of the testing process. 
Location:  Refer to Appendix 5.2 
 
File Name: Additional File 4 
Title of data: Priority-Setting Tool Template 
Description of data: This file provides the rating criteria for the priority-setting tool 
template of the Org-HLR.  
Location:  Refer to Appendix 5.3 
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Chapter 6: Discussion and Conclusions  
 
Evolving from its origins as a concept describing reading and writing ability in 
medical care contexts, health literacy is now understood to be a complex, 
multidimensional concept involving a range of problem solving, critical thinking and 
decision-making skills. There is also now strong recognition that an individual’s 
health literacy is influenced by a broad range of social, cultural, political and 
contextual factors (Batterham et al. 2017; Batterham et al. 2016; Nutbeam 2017; 
Sorensen et al. 2012). With this increasing knowledge and understanding of health 
literacy has come a growing interest in the concept, and in turn debate about the 
most appropriate ways to define, conceptualise and measure it, as well as the most 
effective ways to address and improve it. That said, the health literacy field has 
essentially developed in two distinct settings; clinical settings in which low health 
literacy is positioned as a risk factor for non-compliance and patient safety, and 
public health settings in which health literacy is viewed as an asset that enables 
participation and empowerment (Nutbeam 2008). 
 
Health literacy research can be broadly categorised into four main areas: i) health 
literacy measurement research, including the development of measurement tools 
and their application within both clinical settings and population settings 
(Beauchamp et al. 2015; Haun et al. 2014; Sorensen et al. 2013); ii) health literacy 
association studies that explore the correlation between health literacy and health 
status, health risks and health outcomes (Berkman et al. 2011); iii) health literacy 
intervention development and testing research, including clinically focused 
interventions and broader community based or health promotion oriented 
interventions (Beauchamp et al. 2017; Nutbeam et al. 2017); and iv) health literacy-
related health service and system improvement research, that includes identification 
of health system driven barriers to service and information access, the 
implementation of health literacy-related system improvements, and the 
development of tools and resources to guide these endeavours (Altin et al. 2015; 
Dietscher & Pelikan 2017; Kowalski et al. 2015). 
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While this fourth area of health literacy research remains in its infancy, the wide 
recognition that individual health literacy is influenced by the context and settings in 
which people are required to apply information to make health-related decisions, 
has led to the rapid acceleration of this area of research over the past decade.  
 
The universal health literacy precautions approach (DeWalt et al. 2010) and the ten 
attributes approach (Brach et al. 2012) were major catalysts for this acceleration.  
These approaches emphasise the importance of effective health provider 
communication to support service access, navigation and health-related decision 
making. The term health literacy responsiveness emerged on the back of these 
approaches, which has been referred to as the ways in which health services make 
health information and support available and accessible to people with varying 
health literacy needs (Altin et al. 2015; Batterham et al. 2017; Dodson et al. 2015). It 
shares similarities with the concept of health system responsiveness, which is built 
on the premise that access to health services is a fundamental human right, and 
promotes principles of person-centred care, including respect, dignity, effective 
communication, freedom from discrimination, the right to quality care and the right 
to participate in health-related decisions (Gostin et al. 2003). Moreover, it promotes 
the responsibility of health care organisations to ensure these principles are adopted 
and the rights of people to access health services are upheld. 
 
Health literacy responsiveness, however, has not been explored empirically and 
frameworks describing health literacy responsiveness are currently lacking. Likewise, 
tools and resources that support organisations to assess their health literacy 
responsiveness and undertake subsequent improvement planning activities have 
been slow to emerge.  This thesis sought to advance the understanding of health 
literacy responsiveness, and contribute to health literacy-related health service and 
system reform in a number of ways. Firstly, it sought to conceptualise health literacy 
responsiveness from the perspectives of health and social service professionals, and 
propose a comprehensive framework describing the characteristics of a health 
literacy responsiveness organisation. Using this conceptual framework as a 
theoretical basis, it in turn sought to develop practical tools to guide organisations in 
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the identification of system, process and practice improvements that might 
strengthen their responsiveness to the needs of clients and communities, and ensure 
they provide equitable access to information, programs and services for vulnerable 
populations. In doing so, this thesis has addressed an important gap in the 
availability of frameworks and tools on health literacy responsiveness.  
 
This thesis was carried out in three separate, but interconnected studies, as 
described in chapters two, three and four. This chapter presents a synthesis of the 
findings of each study, followed by a discussion of the overall thesis strengths and 
limitations. The significance of the research, its implications for the health literacy 
field, and recommendations for future research are also discussed.  
 
6.1 Summary of thesis findings 
The primary empirical bodies of work are presented in Chapters 3, 4 and 5. These 
chapters describe the achievement of the overall aim of the thesis. This section 
provides a synthesis of the key findings of the thesis, and frames them in the context 
of their implications for future policy, practice and research.  
 
Study one (Chapter 3) addressed the first aim of the thesis, which was to develop a 
conceptual framework that describes the key elements of a health literacy 
responsive organisation. Specifically, the study sought to determine the 
organisational characteristics, values, practices and capabilities that influence the 
degree to which an organisation is able to identify and respond to the health literacy 
needs of its clients and communities.  
 
Seven overarching domains and 24 subdomains of health literacy responsiveness 
were identified and incorporated into the Org-HLR Framework. The seven domains 
are: i) External policy and funding environment; ii) Leadership and culture; iii) 
Systems, processes and policies; iv) Access to services and programs; v) Community 
engagement and partnerships; vi) Communication practices and standards; and vii) 
Workforce. Based on this conceptualisation, and informed by extensive empirical 
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work, the following definition of health literacy responsiveness is proposed: “the 
provision of services, programs and information in ways that promote equitable 
access and engagement, that meet the diverse health literacy needs and preferences 
of individuals, families and communities, and that support people to participate in 
decisions regarding their health and social wellbeing, which is achieved through 
supportive culture and leadership, supportive systems, policies and practices, and an 
effective workforce”.  
 
In study two (Chapter 4), a review of the literature revealed that there are few 
relevant tools available to assess health literacy responsiveness (or concepts) and 
many of these are in formats that do not support comprehensive organisational self-
assessment. In addition, most of the tools that are available for the purpose of 
assessing organisational responses to health literacy have been developed using 
assessment dimensions specifically derived in the U.S. health system context (Brach 
et al. 2012; Dietscher & Pelikan 2017; Ministry of Health 2015; Thomacos & Zazryn 
2013). Importantly, these tools have not yet been formally evaluated, therefore their 
utility and effectiveness in assessing health literacy responsiveness, particularly in 
Australia, was unknown.  
 
Study two addressed the second aim of the thesis, which was to develop a self-
assessment tool and process that supports organisations to assess their health 
literacy responsiveness and prioritise their health system improvement activities. In 
doing so it sought to address a gap in the availability and perceived utility of existing 
tools. Based on consultations with health and social service professionals, a three-
part self-assessment tool was developed, consisting of reflection, self-rating and 
priority-setting components. The self-rating component of the tool was informed by 
the Org-HLR Framework and contains seven assessment dimensions, 24 sub-
dimensions and 135 performance indicators. The reflection component aims to 
facilitate reflection and discussion about health literacy concepts, the specific health 
literacy needs of an organisation’s clients and communities, and their role in 
responding to these needs. This is important for ensuring the assessment 
participants have a shared understanding of the assessment topic and increasing 
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organisational readiness to undertake the process. The priority-setting component 
aims to support organisations to prioritise actions and improvement activities based 
on the areas of weakness identified during self-rating activities. The Org-HLR Tools 
were designed to be administered via a multi-stage, group-based assessment 
process involving facilitated workshops. While the tools were co-designed, they 
required rigorous testing in real world settings.   
 
Study three (Chapter 5) addressed the third aim of the study, which was to field-test 
the Org-HLR Tool and process in order to determine their utility in supporting 
organisations to assess their health literacy responsiveness and subsequently plan 
their improvements activities. Specifically, study three sought to: i) determine the 
applicability and comprehensibility of the tool content (assessment dimensions, sub-
dimensions and performance indicators); ii) identify the key strengths, limitations 
and benefits of the tool and process; and iii) identify the improvements required to 
enhance the utility and effectiveness of the tool and process for future users.  
 
Participating sites perceived the Org-HLR tool and process to be useful for identifying 
organisational health literacy responsiveness strengths and weaknesses, and for 
prioritising related improvement activities. They also perceived it to be useful for 
informing strategic and operational planning processes, and benchmarking 
organisational performance relating to health literacy responsiveness in order to 
enable monitoring and evaluation of performance and improvements over time.  
 
Specific recommendations for improvements by participants were incorporated into 
an improved version of the Org-HLR Tool and process. These were: i) the removal of 
the External policy and funding environment assessment dimension from the tool, 
instead incorporating it into the reflection activity; ii) simplifying the rating systems 
and criteria; and iii) developing more detailed instructions within the Org-HLR User 
Guide. A number of revisions were also made to the content of the tool, resulting in 
a revised Org-HLR self-rating tool containing six assessment dimensions, 22 sub-
dimensions and 110 performance indicators. 
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6.2 Strengths of the thesis 
The key strengths of this thesis were: i) the use of a participatory approach; ii) the 
involvement of a wide range of professionals, representing diverse sectors; iii) the 
PhD scholar’s dual role as a researcher and practitioner; and iv) the use of 
continuous quality improvement processes to refine the Org-HLR Tool and process 
during the field-testing period.  
 
The first strength of this thesis was the use of a strong participatory approach to the 
research. Participatory methods were utilised in all three studies to ensure the 
research was grounded in the perspectives and experiences of health and social 
service professionals. The scholar’s role as the researcher was to facilitate 
knowledge exchange between participants and the overall co-production of the 
outputs of this thesis. Concept mapping was a particularly useful method in the co-
production of the outputs of this thesis. It enabled the active engagement of health 
and social service professionals as research collaborators, and ensured that all 
participants, regardless of their professional background or organisational position, 
were able to make an equal contribution to the study outputs. Finally, it enabled the 
integration of a diverse range of perspectives and ‘distributed knowledge’ into a 
single framework and self-assessment tool that represented the collective 
experience of the professionals involved (Trochim & Kane 2005). As participatory 
methods such as concept mapping are oriented towards policy and practice change, 
and enable research to be informed by practice, their use in this thesis is likely to 
increase the relevance, ownership, and uptake of the framework and self-
assessment tool by the intended users (Johnsen et al. 2000; Rosas & Kane 2012). 
Concept mapping also allowed for a detailed exploration of the relationship between 
interconnected concepts and facilitated the decision-making processes during item 
selection and construct/domain development (Rosas & Ridings 2016).  
 
A second strength of the thesis was the involvement of a wide range of professionals 
in the conceptualisation of health literacy responsiveness, and the development of 
the Org-HLR Framework and Self-Assessment Tool. Participants in this thesis 
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included policy makers, managers, clinicians, health promotion practitioners, 
population health planners, community development workers and administrative 
staff (e.g. reception). In addition, a broad range of sectors were represented, 
including community health, women’s health, hospitals, primary care partnerships, 
primary care services, state and local governments, ethnic organisations, specialist 
services and other peak organisations. Diverse participation was essential for 
ensuring the outputs of the thesis would have relevance and utility across discipline, 
organisation and sector types. This resulted in the development of a framework and 
self-assessment tool that integrate clinical, public health and health promotion 
oriented perspectives of health literacy and health literacy responsiveness.  
 
The scholar’s position within the study as both a researcher and practitioner with 
real world experience across the sectors being investigated was a further strength of 
this thesis. This dual role gave the scholar credibility and built trust with research 
participants (Cargo & Mercer 2008; Patton 1999). Her immersion within 
organisations across a range of health and social service sectors throughout the 
duration of the research provided her with rich insights into their organisational 
contexts, cultures and the workplace experiences of professionals at all levels as well 
as a strong understanding of the drivers and barriers to health literacy 
improvements and organisational change more broadly. These insights enabled the 
development of a framework, self-assessment tool and assessment process that 
align with, and reflect the experiences, contexts, challenges and opportunities of the 
professionals and organisations for whom they are intended (Devers & Frankel 
2000). However, the scholar’s immersion within the participating organisations was 
also a potential limitation, which is described in the section below.  
 
A related strength of the thesis was the application of continuous quality 
improvement processes throughout the testing of the Org-HLR Self-Assessment Tool 
and process, in the scholar’s capacity as both a practitioner and researcher. Her 
active role in their assessment processes enabled direct observation of the strengths 
and limitations of the Org-HLR Tool and process and the collection of feedback in 
real time. This enabled improvements to the tool and process to be made during the 
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testing process. For example, issues identified with one organisation’s administration 
process of a self-rating workshop informed the necessary modifications to the Org-
HLR Tool or process prior to the self-rating workshop with the next organisation.  
The scholar’s involvement as a facilitator was particularly useful for determining the 
applicability and comprehensibility of the Org-HLR Tool content, in that it allowed 
her to identity specific terms and concepts that were difficult to understand or that 
were not relevant for certain settings. However, her role as a facilitator during 
testing activities may also be seen as a limitation of the thesis, in that it removed 
opportunities to test whether the Org-HLR Tool and process have utility when 
administered by an internal facilitator who may or may not have content expertise.   
 
6.3 Limitations of the thesis 
The limitations of each study within this thesis have been described in the 
manuscripts presented at Chapters 3, 4 and 5. One of the main limitations of the 
thesis overall is the inability to generalise the findings to national and international 
contexts, due to the geographic location in which it was undertaken, and the types 
of organisations and professionals that participated.  
 
As this thesis formed part of the broader Ophelia (OPtimising HEalth LIteracy and 
Access) Victoria project, which aimed to develop a Victorian health literacy response 
framework (Batterham et al. 2014), this thesis was undertaken largely in Victoria, 
with the specific intention of developing a framework and tools to guide heath 
literacy responsiveness and system improvement across the Victorian health system.  
 
While the thesis included participants from all Australian states, there were a much 
larger number of Victorian participants, which may have generated some concepts 
that relate more specifically to the Victorian health system. Similarly, this may have 
led to the inclusion of more Victorian specific performance indicators in the self-
assessment tool. This will be an important issue to examine in future research, as it 
is likely to be at the performance indicator level that adaptation to local settings is 
beneficial. 
 
 
130 
A further potential limitation of this thesis relates the ‘grounded’ nature of the 
research. The use of a ‘bottom-up’ approach in the development of the research 
outputs means the research has not drawn on evidence from fields outside of health 
literacy. However, in the absence of either local evidence or robust tools from other 
jurisdictions, the grounded approach was deemed necessary. A critical component of 
the thesis, following the synthesis of the data generated through the grounded 
approach, was to reflect on the international literature. The findings were 
referenced against other theory and frameworks relating to health service delivery 
or organisational performance and capability. While the alignment of the Org-HLR 
Framework with the WHO Health Systems Framework (World Health Organization 
2007) and the WHO Framework on Integrated People-Centred Health Services 
(World Health Organization 2016a) was described in Chapter 3, the overlap and 
synergies of the research outputs with other concepts such as health system 
responsiveness (Gostin et al. 2003), organisation development (Wolf 2011), and 
organisational capacity building (NSW Health Department 2001) appear 
complementary, but will require further testing.  
 
A related potential limitation of this thesis was the scholar’s immersion within 
participating organisations as a facilitator of their organisational self-assessment 
process. While it was a key strength insofar as it provided deep insights into the real 
world settings of participants, the researcher’s presence may also have affected the 
findings in a two ways. Firstly, the relationships and rapport she developed with 
participants may have encouraged them to provide biased or more favourable 
feedback about the utility and feasibility of the Org-HLR Tool and assessment 
process during focus groups. Likewise, this relationship and the scholar’s immersion 
within organisational settings may also have had an influence on her objectivity as a 
researcher, in that their perspectives and expectations had the potential to shape 
her own (Patton 1999). However, this potential limitation was attended to during 
the research process by utilising a range of data collection methods, including 
nominal group techniques in concept mapping, an e-consultation and field notes and 
a journal on her own reflections. 
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One of the challenges of developing a conceptual framework and self-assessment 
tool on health literacy responsiveness was the ongoing debate about health literacy 
and how it should be defined and conceptualised. This is common among the 
researcher community and has a flow on effect to practitioners and policy makers 
who are attempting to develop and implement relevant actions and interventions. 
For a number of professionals and organisations, the varying perspectives on the 
meaning and scope of health literacy has influenced their decision to avoid using the 
term, preferring instead to use related terms and concepts such as consumer 
participation, community engagement, health education, health promotion and 
access.  
 
Another challenge was that despite a growing awareness and understanding of 
health literacy across the research community, it is not a widely known or used term 
among many health professionals, particularly among small, community-based 
organisations. A number of strategies were implemented to overcome these 
challenges. Firstly, a wide range of professionals from varying sector and 
organisation types were recruited. Secondly, participants were asked to contribute 
perspectives based on their broad professional experiences across the health 
system, not only the practices of their current organisation. Finally, participants were 
carefully orientated to the WHO definition of health literacy during the 
conceptualisation stages of the study, and a broad seeding statement relating to 
engagement with information and services was utilised to guide discussions.  
 
6.4 Significance and implications  
This thesis has contributed to the field of health literacy research and practice in a 
number of ways. Firstly, it provided an in-depth exploration of health literacy 
responsiveness and its conceptualisation from the perspective of health and social 
service professionals across a broad range of sectors. Based on this 
conceptualisation, a conceptual framework was derived, which describes the 
characteristics of a health literacy responsive organisation. Further, a formal 
definition of health literacy responsiveness was proposed by operationalising the 
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core concepts derived through the conceptualisation process. Finally, an 
organisational self-assessment tool and process were developed to guide health 
literacy responsiveness needs identification and health system improvement 
planning. The significance of these outputs and their implications for the field of 
health literacy are discussed further below.  
 
6.4.1 Definition of Health Literacy Responsiveness  
Definitions (or terminology) are the building blocks of research design and scientific 
enquiry, and can be a valuable output of research. They oblige researchers to be 
precise about the parameters of the concept under study, and to describe them in 
detail to allow others to test their validity.  Finally, definitions enable effective 
communication about concepts both within and across fields of enquiry. Yet, 
deriving definitions is challenging, and the processes for developing them often lack 
rigour and/or are poorly described (Haynes et al. 2014).  
 
A good definition is a concise, clear verbal expression of a unique concept that 
can be used for strict empirical testing (Wacker 2004). Types of definitions 
include construct, conceptual and operational definitions (the features of 
which appear to overlap in practice). Construct definitions reveal the key features 
of a concept and articulate the set of fundamental attributes for that concept (Hinds 
1984). Conceptual definitions are brief statements that describe what a concept 
means, which may be derived from constructs but which are able to cope with 
complexity, ambiguity and situational factors (Haynes et al. 2014).  ‘Formal’ 
conceptual definitions exist at the abstract level and do not contain measurable 
attributes, whereas ‘non-formal’ conceptual definitions are used for measurement 
and are often called properties or characteristics (Wacker 2004). In this way, non-
formal conceptual definitions are similar to operational definitions, which 
incorporate the constructs or categories that define the tangible variables used in 
quantitative research (Haynes et al. 2014).  
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In study one, the scholar proposed the first empirically derived definition of health 
literacy responsiveness. The definition states that health literacy responsiveness is 
“the provision of services, programs and information in ways that promote equitable 
access and engagement, that meet the diverse health literacy needs and preferences 
of individuals, families and communities, and that support people to participate in 
decisions regarding their health and social wellbeing, which is achieved through 
supportive culture and leadership, supportive systems, policies and practices, and an 
effective workforce”.  
 
As this definition was derived through grounded and participatory conceptualisation 
processes, it may best be described as a construct or conceptual definition. That is, 
the constructs that were derived through the concept mapping process to develop 
the conceptual framework in study one were incorporated into the definition. The 
intention was to derive an action oriented statement that describes what a health 
literacy responsive organisation does, what it seeks to achieve, and how it achieves 
this. To derive this statement, the scholar examined the constructs of the framework 
to formulate a draft statement that captured the essence of the concept. This 
statement was then shared and discussed with two senior researchers, who 
examined the statement against the constructs to confirm it captured the 
fundamental attributes of the concept. Through an iterative process, the statement 
was revised until consensus on the final definition was reached.  
 
It is anticipated that this definition will provide a foundation on which to base future 
research on health literacy responsiveness, including research to determine the 
validity and transferability of the definition itself within other contexts. Other terms 
such as organisational health literacy (Weaver et al. 2012) health literacy 
environment (Australian Commission on Safety and Quality in Health Care 2014a) 
and health literate organisation (Brach et al. 2012; World Health Organization 
Regional Office for Europe 2013) have been used to refer to this concept, and while 
some definitions have been proposed recently, debate continues over the most 
appropriate terminology to describe it. Debate over definitions is not a new 
phenomenon in the field of health literacy, nor is the contested nature of these 
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definitions inconsequential. Definitions have implications for the way an issue is 
conceptualised, measured and ultimately framed and addressed through public 
policy, intervention development and program implementation (Sykes et al. 2013). 
 
The importance of definitions in the framing and response to a particular health 
issue was acknowledged by Pleasant et al. (2016)  in a recent call to action, urging 
the health literacy field to redefine health literacy. They suggested four components 
should be considered in a new definition, the first being the need to combine system 
demands and complexities with individual skills and abilities. They argued that a new 
definition should address “both sides of the exchange”, meaning the interaction 
between an individual client and a practitioner (or health service) (Pleasant et al. 
2016). They further suggested that in order to advance health literacy research and 
practice, it must be conceptualised in terms of both individual and organisational 
attributes.  
 
This thesis supports one part of this argument: the importance of conceptualising 
the health service and system characteristics that influence an individual’s health 
literacy. However, based on the findings of this thesis, the scholar argues there is a 
need to establish new definitions that advance the field’s understanding of the role 
and responsibility of organisations to identify and respond to health literacy needs 
and preferences, as distinct from definitions that relate to the capabilities of 
individuals. There are a number of reasons for this. Firstly, both health literacy and 
health literacy responsiveness are complex, multidimensional concepts that focus on 
different mechanisms. An attempt to combine them is only likely to increase their 
complexity, and consequently diminish the ability of researchers, practitioners and 
policy makers to understand them, and most importantly, engage with or act on 
them to advance health outcomes and equity.  
 
Secondly, this thesis has revealed that health literacy responsiveness is not limited to 
communication and navigation issues. There are a broad range of organisational 
capabilities that sit behind the client-service provider ‘exchange’ that cannot be 
readily operationalised and collapsed into a definition with individual skills and 
 
 
135 
abilities. These include dimensions such as organisational culture, data collection 
systems and sector partnerships, which are as critical to adequately responding to 
the health literacy needs of clients and communities as written and oral 
communication. A combined definition is not required to ensure that health literacy-
related system reforms are pursued in parallel to building the health literacy skills of 
individuals and communities. It is feasible and necessary to move forward with the 
development of tools, interventions, programs and policies in ways that overlay 
individual and system oriented definitions, to explore the relationship and causal 
mechanisms between the capabilities of individuals, and the responsiveness of 
health services and systems.   
 
A further reason not to collapse individual and system components into one 
definition is that the health literacy skills of individuals are not solely driven through, 
or influenced by, an exchange between the individual and a health practitioner or 
health care service. Defining health literacy as an interaction between individual 
skills and health system demands perpetuates the clinical conceptualisation and 
approach to health literacy. It would serve to narrow the focus of health literacy to 
health care specific situations, at the expense of a focus on the health literacy needs 
of people, and therefore the skills they require across a broad range of every day 
contexts.  
 
An early definition of health literacy by Kickbusch (Kickbusch 2001) described the 
need for individuals to apply health literacy skills and make health-related decisions 
in everyday settings such as schools, workplaces, corporate settings, the political 
sphere and the community at large. The importance of health literacy across these 
settings, as well as in other family and social situations is increasingly recognised and 
promoted, particularly among advocates of health promotion oriented 
conceptualisations and approaches to health literacy (Batterham et al. 2017; 
Edwards et al. 2013; World Health Organization Regional Office for Europe 2013). A 
combination of both a health systems focus and broader health promotion 
approaches to health literacy will be required to improve health outcomes and 
equity for vulnerable populations. This includes approaches that seek to increase the 
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capability of individuals and communities to advocate for health-related social, 
economic and political change (Nutbeam 2000). This will require the development of 
definitions and conceptualisations that advance an understanding of health literacy 
across all relevant settings, as well as in relation to broader health promotion and 
prevention activities.  
 
6.4.2 The Org-HLR Framework  
This is the first study to empirically explore health literacy responsiveness, and to 
conceptualise the concept from the perspectives of professionals working in health 
and social service organisations. Wide consultation revealed health literacy 
responsiveness to be a broad and multidimensional concept, which informed the 
development of a comprehensive framework that incorporates domains spanning 
organisational culture, systems, practices, processes and overall capability.  
 
Conceptual frameworks are useful for describing related concepts and explaining 
complex phenomenon (Imenda 2014). They may clarify the nature of a particular 
problem, as well as guide the development of solutions or responses to that 
problem. They also allow for the identification of important variables and 
relationships between concepts, as well as support the operationalisation of 
concepts into practice (Bordage 2009). The Org-HLR Framework may serve as the 
basis for a shared understanding among researchers, practitioners and policy 
makers, of the complexity of health literacy responsiveness and the interconnection 
of factors that influence an organisation’s capability to identify and respond to the 
health literacy needs of its clients and communities (Knol et al. 2010; Urquhart et al. 
2013). 
 
To date, only two other models or frameworks relating to health literacy 
responsiveness have been proposed; the ‘ten attributes’ proposed by the IOM 
(Brach et al. 2012) and the Health Literacy Review Framework developed by the New 
Zealand Ministry of Health, which consolidates the ‘ten attributes’ into six 
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dimensions relevant for the New Zealand context (Ministry of Health 2015). The 
similarities and differences between the domains of the Org-HLR Framework and the 
dimensions of these two frameworks are shown in Table 6.1.  
 
The Leadership and culture domain of the Org-HLR is expressed as ‘leadership 
promotes’ in the IOM model and ‘leadership and management’ in the NZ framework. 
The Access to services and programs domain of the Org-HLR includes similar 
concepts to the ‘ensures easy access’ component of the IOM model, and the ‘access 
and navigation’ dimension of the NZ framework. Both frameworks also include a 
dimension on involving consumers and meeting the needs of all populations, which 
best aligns with the Community engagement and partnerships domain of the  
Org-HLR. Likewise, both frameworks also have a workforce dimension and 
communication dimension in common with the Org-HLR Framework.  
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Table 6.1: Similarities and differences between the Org-HLR and two other 
organisational health literacy frameworks  
 
Org-HLR Framework 
Domains 
IOM Ten Attributes NZ HL Review Framework 
Dimensions 
1. External policy & 
funding environment  
  
2. Leadership & culture • Leadership promotes • Leadership & 
management 
3. Systems, processes & 
policies 
• Plans, evaluates, 
improves 
 
4. Access to services & 
programs 
• Ensures easy access • Access & navigation 
5. Community 
engagement & 
partnerships  
• Meets the needs of all 
• Includes consumers 
• Consumer involvement 
• Meeting the needs of the 
population 
6. Communication 
practices & standards 
• Communicates 
effectively 
• Explains coverage costs 
• Targets high risk  
• Designs easy to use 
materials 
• Communication  
7. Workforce • Prepares workforce  • Workforce 
 
 
 
While the Org-HLR Framework shares similarities with these frameworks, it also 
offers a number of new elements. Firstly, the External policy and funding 
environment domain is unique to the Org-HLR. This is an important element as it 
recognises that policy and funding can either enable or constrain organisations in 
their endeavours to be more responsive to the health literacy needs of their clients 
and communities. A second key difference between the Org-HLR Framework and the 
other frameworks is the inclusion of partnerships with other organisations as part of 
the Community engagement and partnerships domain. This is an important factor in 
ensuring more coordinated and integrated care, and therefore a critical component 
to being a health literacy responsive organisation.  
 
A key strength of the Org-HLR when compared to the other frameworks is its 
operationalisation into clearly defined sub-domains. For example the Systems, 
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processes and policies domain of the Org-HLR includes specific sub-domains on the 
systems and policies that organisations need to have in place across a range of key 
organisational functions, compared with planning, evaluation and quality 
improvement dimension of the IOM model which focuses on actions and processes. 
The Org-HLR also expands the workforce dimension of the IOM and New Zealand 
model by specifying four key sub-domains on recruitment, supportive environments, 
practice resources and ongoing professional development.  
 
Importantly, the domains of the Org-HLR Framework align with elements of two key 
frameworks by the World Health Organization on responsive health systems and 
health services (Table 6.2), highlighting that health literacy responsive organisations 
share many characteristics with high functioning health care organisations, in terms 
of their capabilities, practices and principles. These frameworks are key drivers of 
the global health systems strengthening agenda, and have important implications for 
health service improvement and systems strengthening in low, middle and high-
income countries. The WHO Health Systems Framework (World Health Organization 
2007) outlines the desirable attributes and essential functions of health systems. It 
contains six core building blocks, five of which align with the domains of the Org-
HLR. These are service delivery, health workforce, information, financing, leadership 
and governance.  
  
 
 
140 
Table 6.2: Alignment of the Org-HLR with two WHO frameworks on health systems 
and health services 
 
Org-HLR Framework  WHO Health Systems 
Framework (World Health 
Organization 2007) 
WHO Framework on 
Integrated People-
Centred Health Services 
(World Health 
Organization 2016a)  
1. External policy & 
funding environment  
• Financing 
• Leadership & 
Governance 
• Strengthening 
governance & 
accountability  
2. Leadership & culture • Financing 
• Leadership & 
Governance 
• Strengthening 
governance & 
accountability 
• Strengthening leadership 
& management for 
change 
• Equity focused 
3. Systems, processes & 
policies 
• Information • Striving for quality 
improvement  
• Systems strengthening  
4. Access to services & 
programs 
• Service delivery  • Reorienting the model of 
care 
• Coordinating services 
5. Community 
engagement & 
partnerships  
 • Empowering & engaging 
people 
• Coordinating services  
• Participatory  
6. Communication 
practices & standards 
  
7. Workforce • Health workforce  • Reorienting the health 
workforce 
 
 
The WHO Framework on Integrated People-Centred Health Services (IPCHS) (World 
Health Organization 2016a) sets out a vision in which all people have access to 
health services, and that services are provided in ways that respond to people’s 
needs and preferences. The Org-HLR aligns with three key principles of the IPCHS 
Framework in that it is; i) equity focused; ii) participatory; and iii) systems 
strengthening. It also aligns with a number of strategic goals, namely; i) empowering 
and engaging people; ii) strengthening governance and accountability; iii) reorienting 
the model of care; iv) coordinating services; and v) creating an enabling environment 
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(the objectives of which include strengthening leadership and management for 
change, striving for quality improvement and safety and reorienting the health 
workforce). The overlap between the dimensions of the Org-HLR Framework and 
these two global frameworks may suggest that in order to be health literacy 
responsive, organisations must demonstrate the qualities of a high functioning 
health care organisation. On the other hand, it may be hypothesised that by striving 
towards high performance across the dimensions of the Org-HLR Framework, 
organisations are also likely to increase their overall quality and performance. 
 
The alignment between domains of the Org-HLR and domains of these two 
frameworks provides confirmation that the elements of the Org-HLR reflect the 
current framing of health service and health system capability and functioning, and 
suggests the scope of the framework is appropriate if health literacy responsiveness 
is to be addressed systematically within, and across organisations. Importantly, 
alignment across many of the elements means the Org-HLR may meaningfully 
support WHO efforts to enhance the health systems strengthening agenda, by 
applying a health literacy responsiveness lens to aspects of the health systems 
strengthening, and by specifying health literacy specific indicators that could be 
utilised for monitoring and assessing health system improvements. This is important 
given the WHO’s 9th Global Conference on Health Promotion where the Shanghai 
Declaration mandates health literacy as a critical determinant of health and a driver 
of equity in the sustainable development agenda (World Health Organization 2016c). 
 
The Org-HLR Framework is likely to have a range of useful applications including: i) 
informing the development, implementation and evaluation of public policy (which 
in turn should improve organisational health literacy responsiveness); ii) informing 
education and training (workforce development) priorities of health and social 
service sector professionals; iii) informing future research programs on health 
literacy-related health service and system improvements.  
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Implications for public policy 
As previously mentioned, health literacy is now a prominent public policy issue, 
appearing in government policies in a number of countries around the world 
(Department of Health 2011a; Ministry of Health 2009; New Zealand Minister of 
Health 2016; Scottish Government 2014; U.S. Department of Health and Human 
Services 2010). The WHO has been instrumental in shaping this public policy agenda, 
incorporating the concept into various global policy statements, including most 
recently in the Shanghai Declaration on promoting health in the 2030 Agenda for 
Sustainable Development (World Health Organization 2016c), which calls for the 
development, implementation and monitoring of national and local strategies for 
strengthening health literacy.  
 
The Org-HLR Framework provides a strong foundation on which public policy in 
Australia may be developed, implemented and evaluated. This research has 
highlighted that effective policy responses must extend beyond strategies that focus 
on the health literacy skills of individuals and an assumption that it can be addressed 
by simply providing more health information. Governments must develop and 
implement policy measures and reforms that strengthen the way health services and 
health systems function. To this end, governments can influence and support 
organisations to be more health literacy responsive by developing frameworks and 
accreditation standards that drive organisational practices, providing adequate 
funding to support health literacy activities, and providing organisations with the 
authority and autonomy to implement responsive service models by establishing 
flexible funding and service agreements. To ensure responsive and people-centred 
health systems, policy makers also have a role to play in: i) building leadership and 
management capability across health and social services sectors; ii) investing in the 
technology and systems required to allow for consistent and systematic data 
collection, performance monitoring and evaluation; iii) promoting and enabling 
strong partnerships and the integration of health services; and iv) investing in 
workforce capability and its ongoing development.  
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Implications for workforce development 
This thesis demonstrated that the health workforce is a critical component of an 
organisation’s health literacy responsiveness. This not only encompasses the 
knowledge, skills and attitudes of practitioners, but also the responsibility of 
organisations to provide supportive working environments and invest in ongoing 
workforce development. This has implications for governments, which have a 
responsibility to invest in the development of the health workforce, and for the 
institutions and organisations responsible for providing education and training to 
health and social service professionals.   
 
The health literacy specific skill and training needs of the health workforce have not 
been articulated in public policy in Australia, and health literacy specific 
competencies are not currently embedded within health professional education or 
workforce accreditation requirements (Naccarella et al. 2015; Naccarella et al. 2016). 
There is a need to increase workforce capability, performance and responsiveness 
through effective workforce planning and health professional education and 
accreditation, which should involve stronger collaboration between the health and 
education sectors (World Health Organization 2016b). The Org-HLR Framework has 
the potential to inform the establishment of health literacy specific competencies 
and curriculum development in order to increase knowledge and awareness of 
health literacy among future practitioners and professionals, and increase their 
capability not only to respond to the health literacy needs of their clients, but to 
influence the culture and practices of health care organisations in which they work.  
 
Researchers in the health literacy field frequently acknowledge the importance of 
health professionals’ communication skills, however the broader range of health 
literacy-related competencies or capabilities required have not been well 
established. The findings of this research suggest that being responsive to health 
literacy requires health professionals to acquire and demonstrate more than just 
effective communication skills. For example, they should possess values and 
attitudes that support equity and inclusiveness as well as demonstrate an awareness 
of, and respect for, the values, needs and preferences of diverse groups within the 
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community. They should be culturally competent, which involves not only addressing 
language barriers, but also understanding how cultural and historical factors shape 
health beliefs and needs. In addition, they should have the ability to undertake 
effective community engagement, assess the learning needs of clients, collect and 
analyse data to inform services and programs, plan and implement quality 
improvement activities and collaborate with professionals within and outside the 
organisation, to name a few.  
 
Implications for research 
The Org-HLR Framework contributes new knowledge to the health literacy field 
relating to health literacy responsiveness, and expands the theoretical basis on 
which health literacy research programs may be designed and implemented going 
forward. This may include the following types of research: i) the development of new 
measurement/assessment tools; ii) exploration of the relationship between health 
literacy responsiveness, access, and health literacy outcomes for individuals, 
particularly vulnerable and marginalised populations; iii) development and 
evaluation of organisational and health system level interventions; and iv) 
development of workforce competencies, and professional education and training 
programs.  
 
Implications for improving health literacy and health outcomes 
There is a growing body of evidence describing the association between health 
literacy and health outcomes (Berkman et al. 2011), and people with limited health 
literacy have been shown to have less knowledge about health promoting 
behaviours, their health conditions, treatment regimes, poorer overall health status, 
poorer self reported physical and mental health, and higher rates of hospitalisation 
than the rest of the population (Ishikawa & Yano 2008; Parker et al. 2003; Wolf et al. 
2005).  
 
Paasche-Orlow and Wolf (2007) developed a conceptual model proposing three 
causal pathways along which limited health literacy may influence health outcomes: 
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i) at the point of access and utilisation of health services; ii) during the client-
practitioner interaction; and iii) during the client’s self-management processes. 
Improving the health literacy responsiveness of health and social care organisations 
is likely to improve health literacy and health outcomes along all of these causal 
pathways. Enhancing health literacy responsiveness will enable organisations to 
improve outcomes along the access and utilisation of health services pathway by: i) 
reducing the complexity of the service environment and providing support for 
navigation; ii) improving service integration and coordination, including intake and 
referral processes and information about eligibility for services; iii) providing 
adequate outreach services; and iv) improving communication and collaboration 
between services and providers.  
 
Enhancing health literacy responsiveness is also likely to improve the client-
practitioner interaction by addressing health literacy factors at the client level and 
practitioner level. Firstly, by fostering an organisational culture that fosters a person-
centred philosophy and a commitment to equity and diversity, organisations 
establish a foundation for implementing person-centred care practices and in turn 
increase the participation of clients in decision making about their health. Person-
centred care is also improved by ensuring communities are engaged in the design, 
delivery and evaluation of services, programs and information. The adherence to 
effective communication principles and practices, and the delivery of tailored and 
relevant health promotion and health education activities build the knowledge, skills 
and confidence of clients, their families and communities. This is critical not only to 
the client-practitioner interaction, but also to the empowerment and capability of 
individuals and communities to care for themselves and advocate for their needs. 
Finally, by recruiting and supporting a competent workforce, health literacy 
responsive organisations ensure that health professionals develop the necessary 
knowledge, skills and capabilities to meet the health literacy needs and preferences 
of clients.  
 
The Org-HLR Self-Assessment Tool and process provide the mechanism by which 
organisations can assess their health literacy responsiveness and subsequently plan 
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their improvement activities, which if implemented effectively has the potential to 
improve health literacy and health outcomes along these three key causal pathways.  
 
6.4.3 The Org-HLR Self-Assessment Tool and Process 
There are currently few self-assessment tools available that support organisations to 
assess their health literacy responsiveness. Further, these tools have not yet been 
evaluated. Therefore their utility in assessing organisational health literacy 
responsiveness and their impact on subsequent quality improvement processes and 
outcomes is currently unknown.  
 
This thesis generated the first empirically developed self-assessment tool on health 
literacy responsiveness, which is also the first tool developed within Australia. The 
Org-HLR Self-Assessment Tool and process provide an opportunity for health and 
social service organisations in Victoria, Australia and other countries to assess, 
monitor and improve their health literacy responsiveness.  
 
Effective organisational capacity building, and indeed quality improvement activities 
rely on effective measurement and needs identification tools (Kelley & Hurst 2006; 
Nabitz et al. 2000; Njeru et al. 2009; Organization for Economic Co-operation and 
Development 2010). Organisational capacity building is a cornerstone of health 
promotion practice, which is aimed at improving workforce skills, organisational 
structures, resources and a commitment to health improvements (Barry 2008). 
Organisational self-assessment tools are increasingly being developed and utilised to 
guide capacity building, organisation development and quality improvement 
activities in health and social service organisations (Department of Health 2010; 
Groene et al. 2010; Weech-Maldonado et al. 2012; World Health Organization 
Regional Office for Europe 2015). They serve as the means by which organisations 
generate information on organisational functioning and effectiveness, and identify 
the causes and impacts of organisational issues (often referred to as ‘diagnosis’ and 
needs identification (Anderson 2012).  
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Preliminary testing suggests that the Org-HLR Tool and process has shown that they 
are useful for guiding organisational ‘diagnosis’ and needs identification processes 
regarding health literacy responsiveness, and have the potential to initiate capacity 
building and quality improvement activities. The self-rating tool supports the 
identification of strengths and weaknesses and encourages discussion about 
remedial actions to improve organisational performance. The priority-setting tool 
then supports the identification of priorities for action/intervention by enabling 
cross-organisational discussion about the resources required to support the 
implementation of interventions, and the urgency with which they need to be 
implemented. Table 6.3 describes the assessment dimensions of the Org-HLR Tool 
and examples of the types of actions/interventions that may be identified and 
implemented as a result of undertaking the Org-HLR assessment.  
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Table 6.3: Org-HLR Tool assessment dimensions and possible interventions 
Assessment Dimensions Description  Example Actions/Interventions 
1 Supportive leadership and 
culture 
Values inclusion, person-centred care and equity 
and has leaders, managers and decisions makers 
who drive and support effective financial 
management, service planning, change 
management and continuous quality improvement.  
• Adopt an approach to health literacy and 
ensure all staff understand and implement it. 
• Develop and implement a health literacy policy 
• Allocate funding to translating materials to 
ensure they are available and accessible to 
diverse communities in their preferred 
languages 
2 Supportive systems, 
processes and policies 
Implements systems, processes and policies that 
enable effective service and program planning, 
internal and external communication, performance 
monitoring, evaluation and continuous quality 
improvement.  
• Review/develop standardised handover 
procedures to ensure all staff provide 
consistent information, and to incorporate 
health literacy specific components 
• Identify and promote a suitable method for 
sharing information about programs, services, 
project and research across teams  
• Implement formal mechanisms to strengthen 
community input into strategic and operational 
planning processes. 
3 Supporting access to 
services and programs 
Ensures that its services and programs are 
accessible to all people, and implements strategies 
that support people to access and fully engage with 
health services and programs, as well as navigate 
their way through the health system.  
• Provide external agencies with accurate 
information about access and referral 
pathways 
• Develop and provide clients with resources to 
support navigation of services 
• Provide signage in community languages to 
create a more accessible and welcoming 
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environment. 
4 Community engagement 
and partnerships 
Undertakes meaningful community consultation, 
and involves service users, communities and 
stakeholders in all aspects of service planning, 
delivery and evaluation. They also work in 
partnership with other health and social service 
organisations to ensure an integrated and 
coordinated approach to service and program 
delivery.  
• Adopt an approach to co-design and pilot it 
across 1-2 programs within the organisation  
• Implement a system and process for involving 
service users in the development and testing of 
communication materials 
• Develop strategic partnerships with a broader 
range of organisations to support program and 
service delivery 
5 Communication practices 
and standards 
Ensures that all written and verbal communication 
is accessible, inclusive, respectful, and tailored to 
the needs and learning preferences of clients and 
communities, and utilises a broad range of 
strategies, techniques and approaches to provide 
health information.   
• Develop a communication strategy  
• Develop or redesign a website in line with 
health literacy responsive principles  
• Map/audit written resources to ensure the 
information is up-to-date 
• Utilise social media as a mechanism for two-
way engagement with service users 
6 Recruiting, supporting and 
developing the workforce 
Ensures an appropriate and competent workforce 
by recruiting staff with the necessary experience, 
skills, knowledge and attitudes, and by providing a 
supportive working environment, practice 
resources and ongoing professional development 
opportunities.  
• Incorporate health literacy competencies into 
all relevant position descriptions  
• Incorporate health literacy information into 
induction and orientation processes  
• Incorporate health literacy information into 
supervision and team meetings 
• Provide staff with training on communication 
techniques and tools. 
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While the Org-HLR Tool and assessment process were developed to assess health 
literacy responsiveness at the individual organisational level, they may also serve as 
useful mechanisms for benchmarking and monitoring health literacy responsiveness 
across broader health systems in Victoria and Australia. Consultation with a wide 
range of professionals and organisations during the conceptualisation stages of this 
thesis showed that data collection, monitoring and evaluation are critical 
components of an organisation’s ability to be health literacy responsive. Further 
engagement with professionals throughout the study, including during testing 
activities showed that organisations often lack the skills, tools and systems to 
undertake effective data collection, which in turn impacts on their ability to 
effectively monitor and evaluate their practices and performance. 
 
The Org-HLR Tool provides a means by which data could be collected systematically 
to assess health literacy responsiveness across a defined ‘health system’ or 
geographical region to identify common strengths and limitations and guide system-
wide improvements. The data collected through these regional or jurisdictional 
assessments may then be utilised by policy makers to determine program and 
service priorities and direct the allocation of public funding accordingly.  
 
While the Org-HLR Tool was not designed for the purpose of making cross-
organisational comparisons, and while it was not the intention of the field-testing 
activities to make comparisons between participating organisations, the results of 
their assessment processes do provide some evidence that it could be used to 
support system-wide monitoring of health literacy responsiveness.  This would not 
only support policy decision-making as mentioned above, but could also guide local 
planning and collaboration between organisations on areas of shared need, such as 
workforce development and evaluation.  
 
6.5 Reliability, validity and transferability of the findings  
 
Concept mapping was the primary method utilised in this study, which has been 
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shown to be a reliable and valid method for developing conceptual frameworks and 
measurement tools. A pooled-study analysis of 69 studies that utilised concept 
mapping revealed the method to yield strong internal representational validity and 
strong sorting and rating reliability even with variation in participation and task 
completion percentages across data collection modes (Rosas & Kane 2012). These 
findings suggest the concept mapping method has high fidelity and integrity, and 
therefore Org-HLR Framework is likely to have good content and construct validity.  
Using conceptual frameworks to inform the development of measurement tools and 
instruments increases their validity, by explicitly defining the concept to be 
measured, including the domains and sub-domains of that concept (Gimeno-Santos 
et al. 2011). As such, the Org-HLR Tool assessment dimensions and sub-dimensions 
are also likely to have good content and construct validity. Field-testing of the Org-
HLR Tool and process provided further evidence of its content and construct validity, 
whereby participants reported the dimensions and sub-dimensions of the tool to be 
applicable and comprehensible. However, quantitative analysis of the reliability and 
validity of the specific assessment items has not been undertaken and is therefore 
unknown.  
Although the Org-HLR Framework and Tool were developed within and for use by 
organisations in the Australian context, they are likely to have utility in other 
countries that have similar health and social care systems to Australia. However, the 
Org-HLR Tool and assessment process will need to be tested in Australia and in other 
countries to determine their transferability to other settings, including the 
applicability and comprehensibility of the assessment dimensions, and the feasibility 
of the assessment process.  
Transferability of an intervention depends on the conditions of implementation, 
including whether a protocol is followed and whether the implementers are trained 
and supported. Cambon et al. (2013) identified six criteria for assessing or predicting 
the transferability of health promotion interventions: i) Comparable populations; ii) 
comparable contexts; iii) appropriate and specific reference framework (guidelines); 
iv) implementation support; v) comparable resources; vi) comparable providers 
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(practitioners).  These criteria may be applied to the implementation of the Org-HLR 
to speculate about the likely transferability of the findings to other settings. That is, 
the Org-HLR Tool is likely to have utility in other settings if the organisational 
contexts in which it is implemented are comparable to the organisations in this 
study. Likewise, successful implementation of the Org-HLR Tool and process is more 
likely if there is strong organisational commitment to the health literacy and to 
implementing change, if adequate time and resources are allocated to undertaking 
the process, and if the people involved in the assessment have the necessary 
knowledge and skills to participate. The development of clear user-guidelines to 
accompany the Org-HLR Tool is likely to increase the likelihood of effective 
implementation of the assessment process by a wide range of professionals and 
organisation types.   
 
 
6.5 Recommendations for future research 
Given the Org-HLR Framework, self-assessment tool and assessment process were 
developed within, and for use by Victorian-based organisations, their relevance, 
acceptability and utility may not be generalisable to other Australian states or to 
other countries. Further research is recommended to address the limitations of this 
thesis, and to further advance an understanding of health literacy responsiveness 
across Victorian, Australia and other countries.  The following recommendations are 
proposed: 
 
1. Determine the relevance and acceptability of the Org-HLR Framework outside of 
Australia by consulting with governments, organisations and research institutes 
across international settings. This consultation should explore the extent to which 
the conceptual domains reflect health system and organisational capability across a 
range of health system contexts, including those with and without universal health 
care coverage.  This will be necessary to determine the potential utility of the Org-
HLR Framework in supporting global health system strengthening efforts specifically 
related to health literacy responsiveness.   
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2. Undertake further testing of the Org-HLR Self-Assessment Tool and process to 
confirm the findings of this study and the utility and feasibility of the tool and 
process in a broad range of health and social care settings. This should include an 
exploration of the applicability and comprehensibility of the assessment dimensions, 
sub-dimensions and performance indicators contained within the tool, and 
identification of the key strengths and limitations of the assessment process. Testing 
should be undertaken in Australia and in other countries to ensure they have 
relevance and utility outside of Victoria, and to identify opportunities for refinement 
and local adaptation.  
 
3. Evaluate the extent to which undertaking the Org-HLR Assessment Process leads 
to the development and implementation of capacity building and quality 
improvement activities, and whether these activities lead to improved health literacy 
responsiveness (practices and outcomes), and ultimately to improved access, health 
and equity outcomes. 
 
4. Following further testing and refinement of the Org-HLR Tool, determine 
opportunities to systematically implement it within publically funded and private 
organisations across Victoria and other Australian states in order to identify common 
system-wide limitations and barriers to health literacy responsiveness that can 
inform the development of policy frameworks and accreditation standards, and 
guide the allocation of health sector funding. 
 
6.6 Conclusions 
Using a participatory research approach, a conceptual framework (Org-HLR) 
describing the characteristics, values, practices and capabilities of organisational 
health literacy responsiveness was derived. The Org-HLR Framework informed the 
development of the Org-HLR Self-Assessment Tool and process, which were 
developed to address a gap in available tools to assess organisational health literacy 
responsiveness, and subsequently plan quality improvement activities. 
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Testing of the Org-HLR Self-Assessment Tool provided preliminary evidence of its 
utility in assessing health literacy responsiveness, and planning improvement 
activities. It also informed an improved Org-HLR Tool and assessment process, which 
are expected to have utility across a broad range of health and social service sector 
organisations. This thesis has the potential to make a substantial impact on the 
health literacy field, by contributing a new framework to current conceptualisations 
of health literacy responsiveness, on which further definitions and measurement 
tools may be derived. It also advances a means to systematically assess 
organisational health literacy responsiveness for the purpose of identifying and 
driving quality improvement and system reform activities. Further testing and 
research is recommended to determine the relevance and utility of the Org-HLR 
Framework, Self-Assessment Tool and process, both locally and internationally. The 
Org-HLR Tool has already generated wide interest from organisations across Victoria 
and internationally, from which initial opportunities to further test and refine the 
thesis outputs are likely to emerge.  
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